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Arthritis: 

No  Longer  the  Hopeless 
Disease  of  Yesterday 

At  Rush-Presbyterian-St .  Luke's  Medical  Center, 
many  specialties  aid  in  the  treatment 
of  this  often  disabling  condition . 

By  Sara  R.  O’Connell 


When  Sharon  Barnes  was  admitted  to 
Presbyterian-St.  Luke’s  Hospital  for 
treatment  of  rheumatoid  arthritis  (r.a.), 
she  did  not  know  that  the  people  she 
would  meet  in  the  following  weeks 
would,  quite  literally,  help  change  her 
entire  lifestyle  and  teach  her  to  live 
with  her  painful  disease. 

Sharon  is  not  her  real  name.  But 
her  arthritis  is  real.  The  word  means 
inflammation  of  a  joint,  and  rheuma¬ 
toid  is  the  most  serious  of  the  many 
types  that  exist.  The  rheumatoid  part 
of  the  name  designates  its  form.  A 
chronic  disease  that  affects  many 
joints,  it  is  an  inflammation  of  the 
membranes  found  in  joint  cavities  and 
around  ligaments  and  tendons;  and  it 
interferes  with  total  body  health  caus¬ 
ing  weight  loss,  fever,  listlessness, 
and  sometimes  anemia. 

The  disease  and  the  pain  cannot  be 
alleviated  with  two  aspirins,  but  it  need 
not  cause  the  frightening,  debilitating 
results  that  the  physicians  encoun¬ 
tered  in  Sharon’s  case.  She  is  among 
the  30  percent  of  patients  with  a  more 
severe  form  of  the  disease — the 
majority  of  victims  can  live  quite  com¬ 
fortably  with  only  minor  modifications 
in  their  lifestyle — but  much  of  the 
damage  to  Sharon’s  joints  and  bones 
could  have  been  prevented  if  she  had 
accepted  her  doctor’s  diagnosis  and 
advice  years  earlier. 
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Now  she  was  ready;  she  could  no 
longer  manage  the  busy  schedule  of 
home  and  family,  job  and  social  life. 
She  was  convinced,  at  her  first  visit 
with  one  of  six  rheumatologists  (sub¬ 
specialists  in  the  treatment  of  arthritis) 
connected  with  the  Medical  Center, 
Evan  Barton,  M.D.  that  she  would 
benefit  from  inpatient  treatment.  The 
arrangements  were  made  that  day 
from  his  office  in  the  Professional 
Building  at  the  Medical  Center,  and 
she  entered  the  hospital  before  the 
week  was  over. 

As  soon  as  he  had  established  an 
appropriate  preliminary  treatment.  Dr. 
Barton  called  on  the  other  specialists 
available  at  Rush-Presbyterian-St. 
Luke’s,  so  they  could  integrate  their 
individual  specialties  and  disciplines 
into  a  total  course  of  treatment  for 
Sharon  Barnes. 

The  group  included  internists,  im¬ 
munologists,  psychologists,  physical 
and  occupational  therapists,  orthoped¬ 
ic  surgeons,  and  others  as  specific 
needs  arose. 

Their  job  was  to  explain  Sharon’s 
disease  to  her,  formulate  an  in-hospi- 
tal  and  future  therapeutic  course  of 
treatment,  and  help  her  overcome  the 
anger  and  frustration  she  felt  toward 
her  condition. 

“The  disease  often  hits  people  in 
their  most  productive  years,’’  says 
Paul  Glickman,  M.D.,  one  of  the  many 
physicians  in  private  practice  who  pre¬ 
scribes  the  in-hospital  treatment  pro¬ 
gram  at  Presbyterian-St.  Luke’s  for  his 
arthritis  patients.  Dr.  Glickman,  who  is 
a  past-president  of  the  Chicago 
Rheumatism  Society,  practices  with 
Arnold  Black,  M.D.,  another  past- 
president  and  Harvey  Golden,  M.D., 
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the  current  president.  “Our  group 
practice  is  75  percent  rheumatology 
so  we  see  the  serious  cases.  The  pa¬ 
tients,  the  sex  ratio  is  3  to  1  female, 
are  often  in  their  20s  and  30s,  and 
have  a  hard  time  dealing  with  theii 
disease.  Rheumatology  is  a  fairly  new 
specialty,  just  board-certifiable  for  the 
last  four  years,  and  there  are  only 
about  a  dozen  or  so  trained  rheuma¬ 
tologists  in  Chicago.  We  need  the  kind 
of  comprehensive  teamwork  available 
at  this  Medical  Center  and  we  are 
quite  pleased  with  the  quality  of  the| 
program  offered.’’ 

The  Diagnosis 

Rheumatoid  arthritis  is  not  absolutely! 
diagnosable  on  the  basis  of  laboratory: 
findings.  However,  there  is  an  anti-i 
body  (substances  produced  as  a  par( 
of  the  body’s  immune  response  tq 
fight  invaders),  called  the  “rheumatoid 
factor,”  in  the  blood  of  75  percent  o< 
patients  with  rheumatoid  arthritis.  Thisj 
factor  interacts  with  substances  in  thq 
patient’s  blood  causing  inflammation  iri! 
the  joints.  Additional  tests,  a  biopsy  oi| 
examination  of  a  piece  of  surgically 
excised  synovial  membrane  (or  fibroid 
nodule  if  any  exist),  or  a  sample  of  the 
synovial  fluid  may  add  needed  infor¬ 
mation.  However,  the  actual,  final 
diagnosis  is  made  through  a  step-by- 
step  exclusion  of  other  conditions  that 
can  act  like  rheumatoid  arthritis.  Thisj 
sleuthing  is  coupled  with  a  recognition! 
of  certain  characteristic  symptomsj 
common  to  all  sufferers: 


Arthritic  hands:  The  swollen  joints  are 
mute  testimony  to  pain  and  suffering 


i  •  Persistent  inflammation  (redness, 
'swelling,  pain,  heat)  of  the  small  joints 
'.of  the  hands  and  feet; 

•  Stiffness  in  the  morning,  lasting 
jan  hour  or  more; 

•  Jelling — stiffness  after  a  single 
^position  is  held  for  a  considerable 
ijtime; 

I*  •  Symmetrical  patterns  of  joint  in- 
livolvement:  both  ankles,  or  the  third 
fingers  of  both  hands; 

'  •  Symptoms  persisting  for  more 

I  than  six  weeks; 

'  •  Fibrous  nodules  (lumps)  appear¬ 

ing  near  the  elbows; 

'  •  Thickening  of  the  synovium 

(membranes)  of  inflamed  joints,  with 
^an  increase  of  synovial  (lubricating) 
fluid. 

■I  As  the  possibility  of  rheumatoid  ar- 
ithritis  develops,  several  diagnostic 
;jtests  are  carried  out.  A  full  examina- 
■ftion  will  establish  the  systemic  pres- 
pjence  of  the  disease  and  troubled 
iioints  can  be  x-rayed.  In  the  labora- 
;  tory,  the  blood  is  tested  for  several 

I I  telltale  signs  that  aid  in  determining 
I, the  final  diagnosis. 

;  Positive  diagnosis  of  r.a.  is  most 
I  Jifficult  in  the  earliest  stages.  Here  the 
I  symptoms  can  easily  be  blamed  on  a 
;  number  of  other  things  as  a  slight 
[  muscle  strain  or  the  flu.  Conversely,  a 
sufferer,  like  Sharon,  who  suspects 
'  the  true  diagnosis  and  fears  it,  may  re- 
'  'use  to  see  a  physician  out  of  a  nor¬ 
mal,  if  unrealistic  desire  to  deny  the 
sxistence  of  the  disease. 

Unfortunately,  delay  in  seeing  a 
specialist  simply  increases  the  likeli- 
'  nood  of  damage  to  the  joints.  But  the 
doctors  are  sympathetic  with  patients, 
^s  Dr.  Barton  says,  “One  of  the  most 
'mportant  things  a  rheumatologist  has 
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to  do  for  his  patients  is  to  help  give 
them  a  sense  of  optimism — not  false 
hope  but  optimism — about  life  and 
their  future.” 

What  is  Arthritis  ? 

There  are  hundreds  of  varying  condi¬ 
tions  grouped  under  the  general  head¬ 
ing  arthritis.  All  of  them  apply  to  pain 
in  the  joints  and  connective  tissues, 
and  the  disease  can  occur  anywhere 
in  the  musculo-skeletal  structure. 

The  various  forms  of  arthritis  com¬ 
prise  one  of  the  major  causes  of  phys¬ 
ical  disability  in  the  United  States,  it  is 
estimated  that  it  afflicts  over  1 7  million 
Americans. 

Arthritis  was  first  defined  by  Hippoc¬ 
rates  in  500  B.C.  Old  timers  recog¬ 
nized  it  as  “rheumatiz,”  and  it  came 
into  its  own  therapeutically  after  World 
War  II.  Due  to  the  newness  of  the 
specialty,  the  old-time  approach  to 
rheumatiz  is  fairly  common,  and  young 
people,  like  Sharon,  still  believe  that 
the  ultimate  course  has  to  lead  to  de¬ 
pendence  on  canes  or  confinement  to 
wheelchairs.  Actually,  advances  in 
treatment  can  make  a  victim’s  life  rela¬ 
tively  normal. 
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The  classic  symptom,  inflammation, 
which  appears  as  heat,  swelling,  red¬ 
ness,  and  pain,  is  a  reaction  either  to 
infection  or  to  foreign  matter  that  is 
damaging  the  joint  tissue.  But  this 
symptom  can  also  be  caused  by  some 
change  within  the  body  that  causes 
damage  to  the  tissues. 

The  most  common  form  of  arthri¬ 
tis — not  the  kind  that  Sharon  has — is 
osteoarthritis,  more  accurately  called 
degenerative  joint  disease.  This  dis¬ 
ease  is  a  wearing-out  of  the  smooth 
lining  of  the  joint.  If  affects  all  adults  to 
some  degree  by  late  middle  age,  and 
in  advanced  stages  the  tissues  may 
be  worn  away  until  the  bone  ends  are 
grinding  together.  Degenerative  joint 
disease  can  also  occur  in  younger 
persons,  but  here  it  is  usually  a  result 
of  misalignment  or  injury  from  trauma 
or  other  disease.  Though  any  area 
may  be  affected,  osteoarthritis  mainly 
affects  the  major  weight-bearing  joints, 
as  hip  and  knee,  and  the  spinal  joints. 
There  is  rarely  much  systemic  (or  total 
body)  involvement.  Ten  million  Ameri¬ 
cans  are  sufficiently  disabled  from  this 
form  of  the  disease  to  lose  time  from 
their  normal  occupations.  Over  200 
thousand  Americans  are  total  invalids 
from  osteoarthritis. 

Sharon’s  type  of  arthritis,  rheuma¬ 
toid,  affects  5  million  persons  and  is 
particularly  debilitating  in  that  it  does 
involve  the  whole  system.  Within  the 
joints,  the  inflammation  begins  in  what 
is  called  the  synovial  membrane,  part 
of  the  sac  that  encloses  the  joint  cap¬ 
sule,  where  a  viscous,  lubricating  fluid 
is  secreted.  This  inflammation  may 
later  spread  to  other  parts  of  the  joint 
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Paul  Glickman,  M.D. 


system,  including  the  cartilage  and 
bone.  It  can  affect  the  surrounding  li¬ 
gaments  and  tendons  where  syno¬ 
via — the  fluid — is  also  secreted,  and  it 
again  causes  progressive  damage. 

The  Patient 

“Look  at  me!  I’m  only  32  years  old, 
but  look  at  me!  I’m  five  foot  six  and  I 
weigh  92  pounds. 

“Oh,  I’ve  always  been  thin,  but  my 
hands  didn’t  always  look  like  this.  Four 
years  ago  we  began  to  suspect  rheu¬ 
matoid  arthritis.  I  suppose  I  knew  all 
along:  both  of  my  grandparents  had  it. 

I  remember  the  kind  of  pain  my 
grandmother  had,  and  how  hideously 
her  hands  were  bent  .  . .  like  mine. 

“So  I’ve  run  from  it,  pretending  it 
doesn’t  exist,  forcing  myself  to  do 
more  and  more.  I  didn’t  want  to  be  de¬ 
formed,  or  to  think  I  might  end  up  in  a 
wheelchair. 

“I  finally  went  to  Dr.  Barton  a  week 
ago.  The  pain  was  so  intense  that  I 
couldn’t  even  get  in  and  out  of  a  cab 
to  go  to  work.  My  husband  was  tired 
of  the  denial.  He  sat  me  down  and 
said,  ‘Okay,  we’ve  been  trying  it  your 
way.  You’ve  forced  yourself  to  do  ev¬ 
erything  you  always  did,  and  its  get¬ 
ting  worse.  I  can’t  stand  to  see  you  in 
this  much  pain.  Now  we’ll  try  it  an¬ 
other  way.  We’ll  go  to  a  specialist  and 
see  how  you  do  with  medical  care  and 
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treatment.’  I  couldn’t  argue  any  more, 
and  here  I  am.  But  what  can  I  do  with 
my  life?” 

This  is  a  typical,  angry  reaction  to  a 
disease  that  is  intrusive,  painful,  and 
debilitating.  And,  unfortunately,  most 
victims  are  unaware  of  the  great 
strides  that  have  been  made  in  treat¬ 
ment. 

After  three  days  in  the  hospital, 
Sharon  was  already  benefitting  from 
the  rest  and  medication.  She  was  be¬ 
ginning  to  enjoy  physical  therapy  with 
whirlpool  baths  and  heat  treat¬ 
ments — but  she  was  still  angry: 

“I  suppose  I  should  be  grateful  that 
I’m  not  permanently  crippled,  and  that 
the  kids  are  old  enough  to  do  a  lot  for 
themselves.  But  all  of  my  freedom,  all 
the  things  that  make  me  me  have 
been  taken  away  by  rheumatoid  ar¬ 
thritis  and  it  makes  me  furious!” 

Most  rheumatoid  arthritis  patients 
are  admitted  to  Presbyterian-St. 
Luke’s  Hospital  in  the  same  condition 
as  Sharon.  They  come  as  a  last  re¬ 
sort,  finally  forced  by  pain  to  confront 
the  possibility  of  a  severe  problem. 
Some  have  worn  themselves  out  with 
over-exertion,  others  with  folk  re¬ 
medies.  Often  they  have  tried  one  or 
more  of  the  hundreds  of  “wonder 
cures”  ranging  from  the  familiar  cop¬ 
per  bracelet  to  a  magical  series  of 
shots,  taken  20  days  in  a  row — at 
$350  each — that  are  supposed  to 
bring  complete  cure. 

Physically,  these  magical  mystery 
cures  only  delay  proper  treatment,  and 
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allow  the  disease  to  continue  its  dam-' 
age.  Their  most  insidious  effect,  how¬ 
ever,  is  psychological — they  hold  out 
hope  where  there  is  none.  Rheuma¬ 
toid  arthritis  must  be  lived  with.  No 
amount  of  magic  will  make  it  go  away. 

Dr.  Barton  and  others  who  have 
been  treating  patients  with  rheumatoid 
diseases  insist  that,  “The  most  impor¬ 
tant  thing  a  patient  can  learn  is  to  fit 
life  around  the  disease,  instead  of  the: 
other  way  around.  The  patient’s  entire 
lifestyle  has  to  be  changed,  and  this  is 
the  hardest  thing  to  accept. 

“Occasionally,”  he  continues,  “a  pa¬ 
tient  can  move  in  this  direction  in  a 
couple  of  visits.  A  few  people  never 
can  fully  accept  it.  Yet  there  must  be 
some  acceptance  before  treatment 
can  really  begin.  Treatment  will  only 
be  effective  if  the  patient  goes  along 
with  the  prescribed  course  of  therapy! 
after  leaving  the  hospital  or  office.”  j 

For  the  newly  diagnosed  patient,  al 
period  of  hospitalization  is  often  mostj 
helpful.  In  addition  to  physical  care,! 
this  situation  gives  the  victim  a  chance! 
to  learn  about  the  disease,  and  get  tol 
know  others  who  have  the  same  life! 
problems.  ' 
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I  At  Rush-Presbyterian-St.  Luke’s, 
li  psychologists  Howard  Feldman,  Ph.D., 
:jand  Marcia  Pavlou,  Ph.D.,  work 
j  closely  with  the  specialists  who  treat 
I  the  physical  aspects  of  the  disease. 
|Drs.  Feldman  and  Pavlou  point  out 
I  that,  “One  discipline  alone  can’t  begin 
jto  influence  all  areas  of  the  arthritic’s 

I  life.  The  disease  affects  the  whole 
person.”  Psychologists  go  on  hospital 
rounds  (staff  visits  to  the  rooms)  with 
the  rheumatologists  and  orthopedists 
jbecause  patient/physician  conversa¬ 
tions  often  uncover  adaptational  prob- 
jlems  that  are  amenable  to  psycholog- 
jical  techniques. 

Dr.  Pavlou  is  familiar  with  the  prob- 
jiems  caused  by  chronic,  incapacitating 
f'llnesses — she  began  her  career  by 
j/vorking  with  multiple  sclerosis  pa- 
jients.  “If  any  one  of  us  had  some¬ 
thing  like  these  diseases,  we  would 
lave  a  great  deal  of  difficulty  adjust¬ 
ing.  It  doesn’t  mean  there’s  a  psychia¬ 
tric  disorder.  It  would  be  almost  im¬ 
possible  to  have  rheumatoid  arthritis 
ind  not  need  some  kind  of  help  with 
■he  adjustment.” 

I  Again,  Sharon  is  a  typical  example, 
jhe  has  been  denying  her  disease  for 
'ears,  and  she  is  very  angry.  Dr. 
•eldman  says,  “Feelings  such  as 
inger,  helplessness,  and  resentment 
lire  natural  parts  of  the  adjustment 
I'rocess  to  chronic  disease  and  as 


I 


j 
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We  need  the  kind  of  comprehensive  teamwork 
available  at  this  Medical  Center  and 
we  are  quite  pleased  with  the  quality 

of  the  program  offered." 
-Paul  Glickman,  M.D. 


such  must  be  accepted,  clarified,  and 
worked  through.  It  may  take  a  good 
deal  of  time  for  these  feelings  to  be 
understood  and,  in  fact,  they  may  re¬ 
turn  with  changes  in  the  disease  proc¬ 
ess  and  life  situation.” 

“We  feel,”  he  continues,  “that  if  we 
see  the  patients  early  in  their  hos¬ 
pitalization,  they  get  to  know  us.  Then, 
if  an  adjustment  problem  does  come 
up,  a  patient  doesn’t  have  to  think, 
‘Oh,  my  God,  I  must  be  crazy!’  but 
rather  can  comfortably  turn  to  one  of 
us  for  help.” 

Dr.  Pavlou,  Dr.  Feldman,  and  their 
colleagues  in  the  Department  of  Psy¬ 
chology  are  now  setting  up  a  group 
program  for  r.a.  patients.  This  program 
is  based  on  group  discussions  di¬ 
rected  towards  education  and  adapta¬ 
tion  and  is  designed  primarily  for  the 
psychologically  healthy  individual  un¬ 
dergoing  the  unusual  long-term  stress 
of  rheumatoid  arthritis.  Dr.  Feldman 
says,  “Patients  and  their  families  most 
effectively  cope  with  a  stress  they 
understand:  ambiguity  and  lack  of 
knowledge  often  lead  to  anxiety,  dis¬ 
couragement,  and  decreased  active 
coping.  We  have  found  that  these 
groups  provide  an  extremely  effective 
setting  in  which  to  identify  false  infor¬ 
mation,  clarify  misconceptions,  dis¬ 
seminate  new  information,  and  con¬ 
front  fears  and  anxieties  about  the 
disease.” 
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Naturally,  some  patients  require 
more  than  a  group  setting  to  deal  with 
their  arthritis.  But  psychologists  have 
found,  while  working  with  other  groups 
whose  members  are  afflicted  with  a 
debilitating  disease,  that  people  of  di¬ 
vergent  social  and  educational  back¬ 
grounds  and  ages  can  work  together. 
The  professionals  expect  the  same 
success  with  their  r.a.  patients.  “Newly 
diagnosed  persons  often  feel  very  iso¬ 
lated,  very  alone,”  says  Dr.  Pavlou. 
“They  may  look  quite  normal  so  no 
one  can  understand  how  exhausted 
they  feel  and  why  they  have  to  cut 
down  on  their  activities.  Dr.  Feldman 
adds  that  many  newly  diagnosed  pa¬ 
tients  are  looking  for  models.  They 
look  for  someone  like  them  who  is 
“making  it”.  This  understanding  also 
gives  the  patient  an  added  incentive 
for  cooperating  with  treatment  pro¬ 
grams  and  for  adopting  techniques  for 
self-care. 

Dr.  Feldman  adds,  “They  can’t 
change  the  way  their  body  looks  or 
the  kinds  of  things  they  are  physically 
able  to  do,  but  it  is  possible  to  change 
the  way  they  think  about  it.  If  a  young 


/ 


Evan  Barton,  M.D. 


woman  who  is  a  meticulous  house¬ 
keeper  has  a  serious  flare-up  of 
rheumatoid  arthritis,  and  can  no  longer 
take  care  of  her  home,  her  self-image 
can’t  come  from  how  clean  she  keeps 
the  house.  But  she  can,  with  the  help 
of  the  group,  see  how  much  more  val¬ 
uable  she  can  be  to  her  family  as  a 
good  companion.” 

The  patient’s  relationships  with  fam¬ 
ily,  friends,  and  co-workers  are  natu¬ 
rally  affected,  and  these  people  often 
have  their  own  problems:  anger,  de¬ 
nial,  and  over-solicitude.  The 
arthritis-group  members  can  make 
each  other  aware  of  what  is  happen¬ 
ing  in  their  close  associations  and 
help  point  out  ways  to  educate  those 
around  them. 

Dr.  Feldman  sums  up  the  value  of 
the  group  situation;  “We’ve  seen 
people  come  out  of  the  first  meeting 
saying,  ‘Gee,  I  never  heard  those 
things  before.’  They  didn’t  hear  them 
before  because  of  their  own  emotional 
barriers.  But  identifying  with  others 
who  have  benefited  gives  the  patient 
the  courage  to  face  that  much  more.” 


6 


Medication 

Though  psychological  difficulties  may 
be  shared  by  arthritis  patients,  the 
progress  and  manifestations  of  the 
disease  are  almost  never  duplicated, 
and  each  treatment  program  must  be 
tailored  to  the  individual.  Still,  there  is 
a  common  starting  point.  “The  kinds 
of  things  that  are  basic  to  treatment 
are  part  of  the  litany  I’ve  repeated  to 
patients  so  often  I  sound  like  a  broken 
record,”  Dr.  Barton  says.  “Total  body 
rest,  local  rest  for  the  inflamed  part 
(perhaps  with  splinting),  physical  ther¬ 
apy  with  heat  treatment,  and  aspirin. 
These  are  essential.”  Where  extended 
therapy  is  required,  several  drugs  may 
be  tried,  in  varying  doses,  and  the  tol¬ 
erance  of  the  patient,  along  with  the 
degree  of  progress,  is  measured  until 
the  best  combinations  are  found. 

But  the  real  wonder  drug,  in  treating 
r.a.,  is  aspirin.  It  hardly  seems  likely 
that  anything  so  familiar  (and  so  inex¬ 
pensive)  could  control  a  major,  chronic 
disease,  but  it  does.  For  the  arthritic, 
aspirin  provides  relief  of  pain,  control 
of  fever,  and  suppression  of  inflamma¬ 
tion. 

It  is  prescribed  primarily  for  its  anti¬ 
inflammatory  effect,  so  the  pain  relief 
is  really  a  bonus.  Sharon  found  out 
about  this  kind  of  relief  while  she  was 
in  the  hospital.  Dr.  Barton  established 
a  proper  dosage,  for  this  stage  in  her 
illness,  for  maximum  benefit  and  min¬ 
imum  patient  stress.  Relief  requires  a 
high  level  of  aspirin  in  the  system,  and 
since  individual  absorption  rates  vary, 
it  is  not  unusual  for  these  patients  to 
take  between  12  and  18  aspirins  a 
day.  The  drug,  in  the  recommended 
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dosage,  must  be  taken  every  day  fc 
maximum  benefit,  whether  or  not  ther 
is  pain  or  evidence  of  inflammatior  f 
There  is  great  temptation  to  ignore  thT 
medication  during  periods  of  remif 
Sion,  but  abandoning  the  aspirin  whe| 
pain  is  not  present  usually  will  spee 
its  return. 

Aspirin,  though  in  this  case  “a  woi 
der  drug,”  is  not  a  perfect  one.  “Th 
gastrointestinal  specialists  hate  asp 
rin,”  Dr.  Barton  says.  “It  can  produc 
ulcers,  it  tends  to  irritate  the  stomacl 
and  it  may  increase  a  patient’s  tenc 
ency  to  bleed.  In  those  who  alreac 
have  ulcers,  this  can  really  be  a  prof 
lem. 

“But  there  is  no  drug  used  by  l, 
that  doesn’t  have  its  undesirable  © 
fects.  We  rheumatologists  just  have  t 
say,  ‘Yes,  we  recognize  these  prot 
lems  and  we’ll  try  to  control  them  be 
cause  the  beneficial  aspects  are  neij 
essary  for  our  patients.”  ; 

And  for  those  who  do  not  responc| 
“For  50  percent  of  these  patients,  th 
basic  program  of  rest,  aspirin,  ah 
physical  therapy  brings  satisfacto) 
control,”  Dr.  Barton  says.  Within  : 


"One  of  the  most  important  things 
a  rheumatologist  has  to  do 
for  his  patients  is  to  give  them 
a  sense  of  optimism" 
-Evan  Barton,  M,D, 
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reasonable  length  of  time,  the  rheu¬ 
matologist  can  determine  if  the  patient 
is  responding  to  this  approach  or  if 
other  measures  must  be  taken.” 
i‘  There  are  alternatives.  For  instance, 

1 1  intramuscular  injections  of  gold  salts, 
['in  small  doses,  weekly,  over  a  period 
I  of  time,  are  often  effective.  Physicians 
iiare  not  quite  sure  why  they  work,  but 
(fgold  shots  almost  invariably  reduce  in- 
jflammation.  The  use  of  gold  treatment 
♦must  be  carefully  monitored,  however, 
.jand  at  the  first  sign  of  skin  rash  or 
bvidence  of  protein  in  the  urine,  the 


treatment  must  be  reconsidered  and 


^  possibly  stopped. 

The  drug  phenylbutazone  has  much 
![he  same  effect  as  aspirin  in  checking 
|:he  rheumatoid  processes,  but  is 
isomewhat  more  dangerous.  Because 
It  may  cause  fluid  retention  and  swel¬ 
ling  (edema):  gastric  irritation;  and  oc¬ 
casionally  severe  skin,  kidney,  or 
Diood  cell  reactions,  it  is  usually  used 
only  for  short  periods,  as  during 
jiare-ups. 

j  Indomethacin  is  similarly  useful  to 
educe  pain  and  inflammation,  but  is 
less  predictable  than  phenylbutazone, 
and  can  cause  headaches  as  well  as 
gastric  irritation. 

Anti-malarial  drugs  as  chloroquin 
and  hydroxychloroquin  are  absorbed 


i 


by  connective  tissue  cells  and  are 
sometimes  very  effective  anti-rheu¬ 
matics.  Unfortunately,  they  do  not 
produce  results  for  some  time.  They 
are  not  as  effective  as  gold,  and  they 
are  more  dangerous  than  the  other 
drugs  more  commonly  utilized.  Ad¬ 
verse  effects  sometimes  include  seri¬ 
ous  eye  problems. 

By  far,  the  most  powerful  of  the 
anti-inflammatory  agents  are  the  cor¬ 
ticosteroids,  including  cortisone — the 
one  most  often  used  to  treat  r.a. — but 
their  undesirable  effects  can  be  equal¬ 
ly  powerful.  “We  will  use  steroids  only 
when  we  are  almost  at  the  end  of  the 
line,”  says  Dr.  Barton,  “when  a  patient 
has  not  responded  to  simpler  measur¬ 
es.  We  use  them  in  situations  where 
the  patient  has  a  social  situation 
where  daily  performance  is  necessary, 
as  a  wage-earner  or  a  homemaker 
with  small  children.  The  ideal  treat¬ 
ment  would  probably  be  to  place  the 
patient  in  a  hospital  for  a  prolonged 
period,  away  from  stress,  with  physical 
therapy  and  other  measures  every 
day,  but  this  is  impossible.  So  we 
compromise.  We  must  continually  be 
aware  that  we  are  compromising,  and 
it  is  imperative  for  the  patient  to  be 
fully  aware  of  the  risks  involved  before 
steroid  therapy  is  begun.” 

When  the  steroids  were  developed 
in  the  late  forties,  they  were  greeted 
with  unqualified  enthusiasm,  and  it 
was  some  time  before  their  potentially 
disastrous  side  effects  became  appar¬ 


ent.  Steroids  can  be  extremely  bene¬ 
ficial,  particularly  during  flare-ups,  for 
many  patients,  but  the  negative  effects 
can  sometimes  overshadow  the  posi¬ 
tive  ones.  The  well-known  “moon 
face”  appearance  may  be  accom¬ 
panied  by  loss  of  hair  from  the  scalp 
while  growth  increases  elsewhere,  the 
carbohydrate  metabolism  may  distort 
in  the  direction  of  diabetes,  female 
hormone  production  may  change,  and 
thinning  of  the  bones  (osteoporosis) 
appear. 

Endocrinologist  Will  G.  Ryan,  M.D., 
senior  attending  physician  and  associ¬ 
ate  professor  of  internal  medicine,  is 
often  called  in  as  a  consultant  when 
steroids  have  been  used  to  treat  r.a. 
“The  undesirable  results  of  the 
steroids  are  a  factor  of  the  amount 
taken — ^what  we  call  dosage  depend¬ 
ent,”  he  points  out.  “A  patient  with  a 
severe  attack  of  rheumatoid  arthritis 
needs  a  dosage  of  steroids  high 
enough  to  combat  the  inflammation. 
Once  it  starts  to  subside,  however,  the 
dosage  must  be  decreased,  very 
slowly,  so  that  an  adrenal  crisis  (a 
problematic  effect  of  rapid  withdrawal) 
does  not  occur. 

“Steroids  seem  to  take  the  calcium 
from  the  bones,  leaving  them  spongy 
and  far  less  resistant  to  fractures  and 
deformities,”  Dr.  Ryan  says.  “To  stop 
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Marcia  Pavlou,  Ph.D.  and  Howard  Feldman,  Ph.D. 


the  osteoporosis  and  strengthen  the 
bones  in  these  patients,  we  have 
found  it  very  beneficial  to  use  a  com¬ 
bination  of  sodium  fluoride,  vitamin  D, 
and  calcium.  The  trouble  is  that  while 
osteoporosis  is  very  slow  to  develop,  it 
seems  slower  to  improve. 

“I  also  work  on  the  management  of 
the  diabetogenic  (tendency  toward 
diabetes)  effect  that  steroids  cause. 
Insulin  is  used  for  steroid  induced  dia¬ 
betes,  and,  with  improvement,  dos¬ 
ages  are  lowered  along  with  the 
steroid  dosages.  Eventually  it  is  usu¬ 
ally  discontinued.  However,”  Dr.  Ryan 
explains,  “while  it’s  true  a  patient  will 
occasionally  remain  diabetic  even 
when  no  longer  on  steroids,  in  this  pa¬ 
tient,  the  tendency  toward  diabetes 
was  likely  a  pre-existing  condition. 

“It  is  important  to  proceed  very 
slowly  in  decreasing  steroid  dosage. 
These  drugs  suppress  the  action  of 
the  adrenal  gland  and  it  has  to  be 
phased  back  into  normal  function  very 
carefully.” 

Dr.  Ryan  looks  forward  to  a  time 
when  his  own  role  in  the  treatment  of 
rheumatoid  arthritis  will  also  be  de¬ 
creased.  “I  certainly  hope  that  steroids 
without  these  destructive  metabolic  ef¬ 
fects  will  soon  be  developed.  In  the 
meantime,  we’ll  continue  to  use  them 
very  conservatively.” 
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Learning  How  to  Best 
Use  the  Joints 

One  of  the  bright  spots  in  Sharon’s 
days  at  the  Medical  Center  was  the 
time  she  spent  in  Physical  Therapy. 
Here  she  soothed  her  aching  hands 
and  relaxed  in  the  flow  of  the 
whirlpool.  Eleanor  Stupka,  R.P.T., 
chief  physical  therapist,  explains;  “A 
patient  usually  gets  to  us  in  pain  and 
with  multiple  joint  involvement.  First 
we  want  to  relieve  that  pain,  and  then 
we  move  on  to  methods  of  preventing 
deformity,  strengthening  muscles,  and 
correcting  existing  deformities  caused 
by  muscle  contraction. 

“We  begin  with  heat  treatments  to 
relieve  the  pain.  During  a  flare-up, 
exercise  must  be  kept  at  a  minimum 
to  prevent  further  damage  to  the 
joints.  At  the  start,  rest  is  as  important 
as  medication.” 

Multiple  joint  inflammation  is  treated 
through  heat  or  hydrotherapy,  in  whirl¬ 
pool  baths.  A  “low  boy”  is  available 
for  patients  with  pain  in  the  lower 
joints  and  a  Hubbard  tank  accommo¬ 
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dates  the  whole  body.  A  water  tem¬ 
perature  of  98°  to  102°  F  provides 
comforting  relief  for  inflamed  joints. 

A  big  plus  in  heat  treatment  is  that  it  ■ 
can  be  carried  on  at  home.  Occasion¬ 
ally  a  patient  will  respond  better  to 
cold  than  to  heat. 

Once  the  pain  subsides  and  the  in-  ' 
flammation  is  calmed,  the  patient  is 
taught  an  exercise  program  that  is  to  ; 
be  carried  out  at  home,  on  a  daily 
basis.  “This  is  the  most  important  part  ^ 
of  the  treatment,”  Ms.  Stupka  says.  ’ 
“Naturally,  it  involves  more  than  dem-  ^ 
onstrating  exercises.  We  have  to  edu-  i 
cate  our  patients,  explain  why  an  i 
exercise  is  beneficial,  what  effect  it ; 
has  on  the  joints,  and  what  can  hap¬ 
pen  to  the  joints  if  it  isn’t  done. 

“The  most  comfortable  position  for 
the  patient  can  be  the  most  damaging,  * 
such  as  flexing  the  elbows  and  keep- 1 
ing  the  arms  close  to  the  body,  or 
bending  the  wrist  downward.  We  show  | 
them  the  best  resting  positions  for  I 
their  condition.  i 

“Sharon,  for  instance,  would  come  j 
here  and  really  work.  She’d  spend  ^ 
some  time  in  the  whirlpool  to  relax  her  i 
knee  and  foot  joints  and  then  put  a  lot  i 
of  effort  into  practicing  the  range  of , 
motion  exercises.  But  when  she  took 
a  few  minutes  out  for  a  break,  she’d  | 
have  to  be  reminded  of  the  best  posi- 1 
tions  for  her. 

“Each  patient  requires  an  individu-i 
ally  prescribed  set  of  exercises.  Each  i 
joint  is  taken  through  a  full  10  times,  i 
This  is  enough  to  maintain  range  of 
motion  and  strength.”  ; 


i 
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The  patient  must  work  out  a  bal¬ 
ance  of  rest  and  exercise.  There  may 
be  some  pain  for  a  couple  of  hours 
after  doing  the  exercises,  but  if  it  per¬ 
sists  into  the  next  day,  the  person  has 
overdone,  and  should  cut  back,”  she 
explains. 

Once  the  pain  is  gone,  the  pre¬ 
scribed  exercises,  like  the  prescribed 
aspirin,  may  fall  by  the  wayside  until 
'the  next  flare-up  occurs.  Physical 
•therapists,  who  prefer  not  to  have  their 
jadmonitions  reinforced  by  pain,  do 
their  best  to  develop  good  exercise 
habits  in  their  daily  sessions  with  inpa- 
'tients  in  the  hope  that  they  will  carry 
■the  practice  home  with  them. 

Though  the  physical  therapy  area 
has  a  distinctively  gym-like  atmos- 
Iphere,  the  therapists  are  considerably 
more  than  gym-teachers.  At  any  given 
moment  they  may  be  called  upon  to 
'act  as  psychologists,  parents,  adver¬ 
saries,  or  friends.  A  patient,  like  Sha¬ 
ron,  going  through  emotional  as  well 
as  physical  turmoil  requires  a  great 
deal  of  both  sympathy  and  prodding. 
'"But  it’s  a  source  of  great  joy  for  us,” 
'says  Ms.  Stupka,  “when  our  patients 
(can  really  learn  to  feel  independent.” 

i  'j 
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"One  discipline  alone  can't  begin  to  influence 

all  areas  of  the  arthritic's  life. 
The  disease  affects  the  whole  person." 

-Howard  Feldman,  Ph.D. 
Marcia  Pavlou,  Ph.D. 


Surgical  Intervention 

The  years  of  neglect  had  so  damaged 
Sharon’s  hands,  that  Dr.  Barton 
thought  she  might  benefit  from  sur¬ 
gery,  and  called  in  an  orthopedic  sur¬ 
geon.  Sharon  understood  that  this 
would  not  be  a  cure.  But  it  can,  in 
many  cases,  help  to  improve  the  pa¬ 
tient’s  appearance  and  relieve  pain. 
Francis  M.  Howard,  M.D.,  associate 
professor  and  associate  attending 
surgeon,  has  worked  with  rheumatoid 
arthritis  patients  for  years  and  he  per¬ 
formed  the  operation  on  Sharon’s 
hands.  First  he  explained  why  surgery 
was  necessary: 

“These  joints  have  muscles  and 
tendons  pulling  across  them  to  keep 
them  in  position.  Rheumatoid  arthritis 
destroys  the  joint  mechanism  by  actu¬ 
ally  eroding  the  joint,  and  when  the 
erosion  takes  place,  the  tendons  pull 
differently,  and  cause  further  deformi¬ 
ty.  In  the  hand,  for  example,  the  dis¬ 
tortion  may  cause  the  tendons  to  slip 
off  the  center  axis  of  the  joint  to  the 
ulnar  side  (opposite  the  thumb)  caus¬ 
ing  the  ulnar  deviation  or  misshapen 
fingers  we  so  frequently  see  in  r.a.  pa¬ 
tients.  The  tendon  rarely  slips  to  the 
radial  or  thumb  side.” 

Sharon  not  only  had  an  ulnar  devia¬ 
tion  but  she  had  also  lost  the  sense  of 
touch  in  her  hand  because  the  dis¬ 
eased  synovium  had  damaged  the 
nerve  in  her  wrist.  Through  surgery. 
Dr.  Howard  was  able  to  relieve  the 
choking  of  the  nerve  and,  at  the  same 
time,  reroute  the  tendon  at  the  base  of 
her  thumb  to  neutralize  the  deforming 
force. 


“Sharon  seems  to  be  much  im¬ 
proved  in  her  whole  outlook  on  her 
disease,”  he  said  later.  “She  is  using 
the  same  creativity  she  has  always 
had  to  rearrange  her  life,  and  she  is 
going  to  be  able  to  overcome  her 
problems.” 

Bowing  of  the  knees,  causing  them 
to  bend  inward,  called  the  varus  de¬ 
formity,  is  another  example  of  a  typical 
arthritis  problem.  Here,  the  disease 
erodes  the  medial,  or  inner,  aspect  of 
the  knee  joint,  then  the  muscular  ten¬ 
don  unit  pulls  across  to  make  matters 
worse. 

“When  operating,  the  surgeon  must 
take  care  of  the  joint  itself,  with  syn¬ 
ovectomy  (removal  of  synovial  mem¬ 
brane  material)  or  joint  replacement, 
and  he  must  correct  the  muscle-ten¬ 
don  pull  at  the  same  time,”  Dr.  How¬ 
ard  says. 

Occasionally,  a  flare-up  of  a  single, 
diseased  joint  can  be  treated  with 
synovectomy  with  no  recurrence;  in 
other  patients  the  synovium  again  be¬ 
comes  inflamed  and  another  synovec¬ 
tomy  is  required.  Dr.  Howard  says,  “In 
the  most  serious  cases,  over  a  long 
period  of  time,  a  patient  may  require 
numerous  surgical  procedures.” 

The  highly  useful  technique  of  joint 
replacement  has  been  developed  over 
the  last  15  years.  Now  in  the  third  or 

continued  on  page  12 
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In  rheumatoid  arthritis,  the  synovial 
membrane  becomes  greatly  thickened 
and  contains  collections  of  cells  de¬ 
rived  from  the  white  cells  of  the 
blood — namely,  lymphocytes  and 
plasma  cells.  As  the  disease  process 
advances,  masses  of  inflammatory  tis¬ 
sue  extend  within  the  joint  and  begin 
to  creep  over  the  smooth  surfaces  of 
the  articular  cartilage  that  lines  the 
bone  ends. 

This  inflammatory  tissue,  called 
pannus,  gradually  causes  erosion  and 
thinning  of  the  cartilage.  Later,  the  ex¬ 
posed  bone  ends  may  become  pitted 


and  eroded,  or  penetrated  by  cystic  or 
saclike  cavities.  However,  this  condi¬ 
tion  is  typical  of  the  fully  established 
disease.  With  proper  diagnosis  and 
treatment,  these  serious  conse¬ 
quences  may  be  lessened. 

All  types  of  arthritis  involve  the 
joints  and  accompanying  tissue  struc¬ 
tures.  Most  joints  in  the  body  are  glid¬ 
ing  or  diarthroida,  wherein  the  oppos¬ 
ing  surfaces  move  freely.  They  are 
also  called  synovial  joints,  as  they 
contain  synovial  membranes  that  sec¬ 
rete  the  lubricating  fluid,  synovia. 

On  this  page,  see  an  example  of  a 


normal  joint  and  its  supportive  tissue^ 
components  and  a  glossary  of  terms:  | 

Articular  cartilage:  This  flexible, 
slippery  lining  covers  the  opposedi^ 
bone  surfaces.  It  is  composed  of  col-p 
lagen  (protein)  fibers  and  a  chemical  |ii 
substance.  This  layer  has  blood  ves-|r 
sels  only  at  its  base,  and  the  living jii 
cells  are  nourished  by  synovial  fluid. 

In  rheumatoid  arthritis,  the  synovialy 
membrane  becomes  greatly  thickened  Jsj 
and  contains  collections  of  cells  de-!|| 
rived  from  the  white  cells  of  the  blood  ji 
—  namely,  lymphocytes  and  plasmali 
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"A  patient  with  a  severe  attack 
of  rheumatoid  arthritis  needs 
a  dosage  of  steroids  high  enough  to  combat 

the  inflammation." 
-Will  Ryan,  M.D. 


cells.  As  the  disease  process  ad¬ 
vances,  masses  of  inflammatory  tissue 
extend  within  the  joint  and  begin  to 
creep  over  the  smooth  surfaces  of  the 
articular  cartilage  that  lines  the  bone 
ends. 

This  inflammatory  tissue,  called 
;  pannus,  gradually  causes  erosion  and 
thinning  of  the  cartilage.  Later,  the  ex- 
I  posed  bone  ends  may  become  pitted 
'  and  eroded,  or  penetrated  by  cystic  or 
^  saclike  cavities.  However,  this  condi¬ 
tion  is  typical  of  the  fully  established 
■  disease.  With  proper  diagnosis  and 


treatment,  these  serious  conse¬ 
quences  may  be  avoided. 

Synovial  membrane:  Forming  a 
continuous  band  with  articular  carti¬ 
lage,  they  totally  enclose  the  joint. 
This  membrane  lines  the  sides  of  the 
joints  and  secretes  synovial  fluid. 

Synovial  fluid:  The  viscous  secre¬ 
tion  produced  by  synovial  membrane 
cells  to  lubricate  the  joint  and  to  pro¬ 
vide  nourishment  for  the  cells  in  the 
articular  cartilage. 


The  capsule:  A  tough  membrane 
composed  of  fibrous  tissue,  it  forms 
the  outer  envelope  of  the  joint.  This 
sac-like  structure  is  inelastic  and  pre¬ 
vents  excessive  movement  of  the  joint 
by  becoming  taut  at  the  extremes  of 
the  range.  The  nerves  of  the  capsule 
alert  the  overlying  muscles  to  contract 
in  the  event  of  potentially  harmful 
stretch.  This  function  is  helped  by  the 
ligaments  or  accessory  bands  of  tis¬ 
sue  that  lie  outside  the  capsule  and 
prevent  movement  of  the  joint  beyond 
its  normal  range. 
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Henry  Gewurz,  M.D. 


continued  from  page  9 

fourth  generation  of  development, 
polyethylene  prostheses  have  taken 
the  place  of  the  earlier  metal  models. 
These  new  substances  are  pliable 
enough  to  allow  an  effective,  if  not 
completely  normal  range  of  motion. 
However  there  is  still  some  bone 
damage  at  points  of  attachment,  and 
at  Rush-Presbyterian-St.  Luke’s  re¬ 
searchers  are  seeking  further  im¬ 
provements. 

Joint  replacements  are  most  effec¬ 
tive  in  knees,  hips,  hands,  and  feet.  In 
other  joints  as  elbows,  shoulders,  and 
ankles,  replacements  are  less  effec¬ 
tive  because  of  the  structure  of  the 
joint. 

Occasionally  a  surgeon  will  recom¬ 
mend  osteotomy,  the  cutting  and  re¬ 
moval  of  bone.  Where  joint  erosion  is 
uneven,  as  in  the  varus  deformity  of 
the  knee,  removal  of  a  small  wedge  of 
the  bone  may  correct  faulty  alignment 
by  distributing  the  weight-bearing 
thrust  more  evenly  on  both  halves  of 
the  joint. 

Dr.  Howard  also  notes  the  useful¬ 
ness,  in  special  cases,  of  arthrodesis, 
a  procedure  by  which  a  joint  is  fused 
and  its  motion  stopped  so  that  the 
problem  is  permanently  eliminated. 
This  is  possible  in  joints  of  the  toes, 
the  foot,  the  ankles,  and  the  spine, 
because  fusion  does  not  cause  ap¬ 
preciable  impairment  of  activity.  He 
describes  the  first  such  case  to  con¬ 
front  him: 
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“About  1 0  years  ago  a  patient  came 
to  me  because  her  eyes  were  not 
focusing  and  she  was  having  a  great 
deal  of  difficulty  walking  up  a  few 
stairs.  She  had  had  r.a.  for  about  10 
years,  but  at  first  these  complaints 
seemed  unrelated  to  the  disease. 

“Then  we  discovered  that  through  a 
series  of  arthritis  caused  problems  her 
cervical  spine  slipped  forward  and 
caused  pressure  on  the  spinal  cord.  If 
it  was  not  eased,  it  could  cause  paral¬ 
ysis,  or  even  death. 

“It  was  an  unusual  case  and  we 
had  never  done  an  arthrodesis  like 
that  here,  but  a  colleague  of  mine  in 
Ann  Arbor,  Michigan  had  just  pub¬ 
lished  his  experience  in  a  similar  case. 
So  we  took  our  patient  to  Ann  Arbor; 
her  cervical  spine  was  fused,  and  the 
compression  on  the  spinal  cord  was 
relieved.”  Dr.  Howard  has  since  im¬ 
proved  on  the  procedure  and  a 
number  of  patients  at  Rush- 
Presbyterian-St.  Luke’s  can  now  ben¬ 
efit  from  this  treatment. 

Learning  to  Live  with  Arthritis 

After  two  weeks  in  the  hospital,  Shar¬ 
on  was  considerably  happier.  “I  feel 
so  much  better,  it’s  as  if  I’d  been  is¬ 
sued  a  new  body!”  she  said.  Her  as¬ 
pirin  level  was  established,  she  had 
been  to  physical  therapy  daily,  and 
she  and  Dr.  Barton  had  discussed  the 
possible  use  of  gold  injections  for  con¬ 
tinuing  management.  She  was  pre¬ 
pared  to  face  the  surgery  necessary  to 
give  her  more  use  of  her  hands,  and 
she  had  talked  privately  with  the  psy¬ 
chologist,  Dr.  Pavlou,  and  had  at¬ 
tended  several  group  discussion  meet¬ 
ings. 
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But  she  still  had  a  long  way  to  go.  “I 
realize,  at  least  intellectually,”  she 
continued,  “that  I  have  to  reorganize 
my  life  around  r.a.  and  that  the  big  dif¬ 
ference  in  how  I  feel  will  depend  on 
how  I  deal  with  it.  But  emotionally,  I 
still  get  awfully  depressed  sometimes. 
I’m  learning  to  take  one  day  at  a  time, 
though,  and  that  does  make  every¬ 
thing  a  little  more  bearable.  Oh,  but 
please  excuse  me.  I’m  late  to  class.” 

Then  she  was  off  to  Occupational 
Therapy.  There  she  was  learning  how 
best  to  use  and  protect  her  pain-weary 
joints.  Medical  Center  rheumatologists 
usually  prescribe  an  extra  three-hour 
class  with  the  occupational  therapist  at 
the  end  of  the  hospital  stay.  It  not  only 
serves  as  a  kind  of  debriefing  session 
before  the  return  to  daily  life  and  all  its 
physical  stresses,  but  it  also  reinforces 
the  group  experiences  in  psychology. 

The  occupational  therapist  (o.t.)  is 
part  of  the  team  from  the  beginning 
of  the  in-hospital  treatment  and  makes 
a  two-part  evaluation  of  the  patient. 
Cathy  Brady,  O.T.R.,  director  of  Oc¬ 
cupational  Therapy  at  the  Medical, 
Center,  describes  what  happens. 

“We  look  first  at  their  functional  abil¬ 
ity  to  use  their  hands  in  self-care,  but 
we  can’t  just  say,  ‘Can  they  or  can, 
they  not  do  a  specific  thing?’  Instead,; 


'If  you  look  of  the  inflamed  joints 
and  the  immunological  changes  characteristic 
of  rheumatoid  arthritis,  you  see  distinct 
changes  in  the  patient's  total  immune  response." 

-Henry  Gewurz,  M.D. 


we  have  to  ask,  ‘Is  there  pain?  How 
long  does  the  pain  last?’  Then  we  can 
plan  different  patterns  of  movement 
for  the  patient,  or  if  necessary  suggest 
assistive  devices. 

“That  brings  up  another  problem. 

■  Some  people  don’t  mind  going  around 
j  with  five  or  six  things  like  a  key  hold- 
;  er  or  a  reacher  dangling  from  their 
it,  belt,  but  there  are  also  patients  whose 
;j ‘gadget  tolerance’  is  very  low.  We 
I  must  determine  the  approach  indi- 
lij  vidually. 

'j  “The  other  part  of  our  evaluation  is 
a  physical  assessment  of  the  patient’s 
1  hands.  After  an  examination  and  a 
discussion  of  their  condition  with  the 
physician,  we  ask  the  patient  about 
how  they  would  normally  use  their 
hands  every  day.  This  helps  us  to  de- 
jtermine  which  patterns  of  movement 
[  need  to  be  emphasized.” 

Sometimes  a  patient  will  benefit 
from  a  resting  splint,  which  is  anatom- 
'  ically  designed  to  hold  the  wrist  at  30'" 
jof  extension,  the  least  stressful  posi- 
[tion  for  the  hand.  The  o.t.  may 
suggest  splinting  one  wrist  one  night, 
the  other  the  next.  Other  joints  may 
also  benefit  from  splinting.  The  goal  of 
I  splints  and  other  supportive  devices 
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and  techniques  of  movement  is  to  re¬ 
duce  stress  wherever  possible — not 
an  easy  matter  when  the  external 
stress  of  daily  activities  is  complicated 
by  the  internal  stress  of  the  disease.” 

In  the  class  that  Sharon  attended, 
Ms.  Brady  and  her  staff  explained 
the  basics  of  body  mechanics,  joint 
protection,  and  alternative  patterns  of 
movement.  It  is  a  measure  of  Shar¬ 
on’s  improvement  that  her  rheumatol¬ 
ogist  prescribed  the  class.  The  “stu¬ 
dents”  are  screened  to  eliminate  those 
patients  who  are  not  yet  ready,  emo¬ 
tionally,  to  deal  with  the  realities  of 
rheumatoid  arthritis. 

The  typical  class  includes  four  to  six 
people  who  have  already  been  work¬ 
ing  with  the  occupational  therapist  dur¬ 
ing  their  time  in-hospital.  The  patients 
introduce  themselves  and  talk  briefly 
about  how  long  they’ve  had  r.a.,  and 
what  their  lifestyle  requires  in  terms  of 
specific  activities.  The  session  is  in¬ 
formal  and  the  size  allows  plenty  of  in¬ 
teraction.  Ms.  Brady  describes  a  typi¬ 
cal,  helpful  interchange. 

“One  really  lovely  young  woman 
was  very  upset  because  she  had  to 
depend  on  her  husband  to  wash  her 
hair  for  her.  She  was  expressing  her 
frustration  with  great  emotion  and  it 
was  pretty  tense.  Then  a  tough  con¬ 
struction  worker  next  to  her  said,  very 
thoughtfully,  ‘You  know,  the  person  we 
should  really  feel  sorry  for  is  Jackie 
Onassis.  She  has  to  send  all  the  way 
to  Paris  to  get  a  guy  in  to  do  her  hair!’ 


“The  wife  laughed  just  as  hard  as 
the  rest  of  us,  and  she  was  then  able 
to  listen  to  realistic  suggestions  about 
how  to  deal  with  that  problem.” 

In  the  class,  Ms.  Brady  uses  lay¬ 
men’s  terms  to  describe  the  anatomy 
of  the  joints  of  the  hands,  illustrates 
her  points  with  schematic  drawings 
and  descriptions  and  also  explains  the 
thousands  of  stresses  hands  undergo 
every  day.  The  students  explore  alter¬ 
native  methods  of  using  the  principles 
of  body  mechanics  to  do  what  has  to 
be  done.  A  man  who  has  to  grip  tools 
most  of  the  day  to  earn  a  living,  learns 
how  to  pad  the  handles  so  gripping  is 
not  so  stressful;  an  accountant  who 
must  sit  in  her  chair  for  long  periods 
learns  the  proper  posture  to  reduce 
stress  on  the  joints.  Ms.  Brady  says, 
“The  main  thing  is  not  to  introduce  a 
lot  of  ‘must  nots’  and  ‘cannots.’  The 
patients  need  positive  ways  to  restruc¬ 
ture  their  lives. 

“One  most  important  point  I  try  to 
make  is  the  basic  principle  of  joint  pro¬ 
tection:  Always  use  the  strongest  or 
the  largest  joint  possible  to  do  any 
task.  Instead  of  using  the  fingers,  use 
the  wrist.  Instead  of  using  the  wrist, 
use  the  elbow.  Instead  of  using  the 
elbow,  use  the  shoulder.  Instead  of 
grabbing  a  purse  handle  with  your 
hand,  carry  it  over  the  wrist  or,  better 
yet,  over  the  elbow.” 
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Frances  M.  Howard,  M.D. 


Occupational  Therapy  provides 
each  patient  with  a  packet  of  informa¬ 
tion  on  hand  protection,  exercises, 
body  mechanics,  and  stress  reduction, 
but  almost  every  session  produces 
some  new,  creative  ways  of  dealing 
with  everyday  situations.  It  also  pro¬ 
duces  an  outpouring  of  feelings,  touch¬ 
ing  upon  the  psychological  pain  of 
dealing  with  an  exhausting  and  often 
agonizing  disease.  Ms.  Brady  is  de¬ 
lighted  that  the  Psychology  Depart¬ 
ment  has  begun  the  group  program, 
since  o.t.  groups  cannot  deal  with  the 
wide  range  of  emotional  problems. 
She  focuses  on  her  own  specialized 
goals;  “We  must  encourage  the  pa¬ 
tients  to  think  specifically  about  how 
they  are  using  their  joints  and  how  to 
use  them  more  effectively  to  maintain 
their  independence.  If  a  person  has 
5,000  stresses  a  day  on  the  hands, 
maybe  we  can  offer  ways  to  reduce 
that  to  3,000.  That’s  40  percent  less 
than  before,  and  that  can  be  very  sig¬ 
nificant  for  someone  with  rheumatoid 
arthritis.” 
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Seeking  the  Cause 

In  the  basic  science  laboratories,  im¬ 
munologists  and  microbiologists  are 
working  with  orthopedic  surgeons  to 
track  down  the  cellular  and  subcellular 
changes  that  bring  on  rheumatoid  ar¬ 
thritis. 

Henry  Gewurz,  M.D.,  the  Thomas  J. 
Coogan,  Sr.,  Chairman  of  Immunol¬ 
ogy,  explains  the  work:  “If  you  look  at 
the  inflamed  joints  and  the  immunolog¬ 
ical  changes  characteristic  of 
rheumatoid  arthritis,  you  see  distinct 
changes  in  their  immune  response  as 
well  as  decreased  levels  of  comple¬ 
ment  in  fluids  drained  out  of  the  joints. 
Complement  is  a  complex  of  proteins 
in  blood  and  lymph  that  acts  with  im¬ 
mune  bodies  to  destroy  bacteria  and 
aids  in  clearing  away  foreign  materials 
from  the  body.  This  system  contains 
at  least  15  different  enzymes,  some  of 
which  have  been  activated  as  a  result 
of  the  disease. 

“We’re  trying  to  find  out  the  diverse 
ways  complement  becomes  activated, 
so  that  we  can  learn  to  control  the 
reaction.  We’re  particularly  interested 
in  how  complement  relates  to 
C-reactive  protein,  a  substance  that  is 
present  in  the  blood  of  each  healthy 
person  in  trace  amounts  but  increases 
substantially  when  a  person  becomes 
ill.  Of  interest  is  that  C-reactive  protein 
can  activate  the  complement  system 
as  part  of  the  inflammatory  process. 
Further,  it  can  inhibit  the  activity  of 
certain  immune  cells  and  the  ability  of 
blood  platelets  to  initiate  and  partici¬ 
pate  in  clotting  reactions. 

“We’ve  been  studying  this  for  more 
than  three  years,”  Dr.  Gewurz  says. 
“We  are  trying  to  establish  whether 
the  C-reactive  role  is  to  clear  away 
damaged  tissue  and  to  help  in  the  re¬ 
pair  process,  or  whether  it’s  a  case  of 
the  body  turning  on  itself.  But,  since 
it’s  always  there  when  there  is  an  in¬ 
flammation,  as  in  rheumatoid  arthritis, 
we’re  convinced  it’s  a  factor  that  must 
be  dealt  with.” 
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Attacking  the  problem  of  rheumatoid 
arthritis  from  still  another  direction, 
Medical  Center  microbiologists  arej 
testing  the  possibility  that  some  forms' 
of  rheumatoid  arthritis  may  be  caused 
by  a  persistent,  latent  (inactive)  infec-| 
tion  from  rubella  (german  measles): 
virus.  David  Peterson,  Ph.D.,  assistant' 
professor  and  assistant  scientist,  and 
Robert  Patterson,  M.S.  are  working 
with  Microbiology  chairman  Friedrich; 
Deinhardt,  M.D.,  and  Dr.  Howard  of 
orthopedic  surgery  in  evaluating  the; 
hypothesis.  Dr.  Peterson  says,  “Earlier, 
in  our  investigations,  when  we  were' 
questioning  whether  rheumatoid  ar-; 
thritis  might  be  caused  by  infectious 
agents,  it  was  suggested  that  arthritis;  i 
was  associated  with  viruses  known  to  f 
cause  persistent  infections.  One  of!  j 
them  was  rubella  virus.”  | 

In  preliminary  studies,  in  a  small  | 
sample  of  rheumatoid  patients,  an-l', 
tibodies  to  rubella  virus  were  sig-jj' 
nificantly  higher  than  in  a  control]'! 
group,  even  though  the  actual  inci-|  I 
dence  of  exposure  to  German  t 
measles  would  have  been  the  same.^  9 
Cytotoxicity  (poisoning)  tests  using  an-  | 
tiserum  to  rubella  virus,  specifically  I 
damaged  rheumatoid-arthritis  synovial  i 
cells  but  not  normal  synovial  cells.  Dr.  X 
Peterson  is  encouraged  by  the  results;]  3 
“I  think  it’s  quite  reasonable,”  he  says,[  l| 
“to  imply  that  the  response  here  may  y 
be  associated  with  arthritis.”  1 
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"In  the  most  serious  cases, 
over  a  long  period  of  time, 
a  patient  may  require  numerous 

surgical  procedures." 
-Francis  l\A,  Howard,  AA.D. 


Replacing  damaged  joints 

The  Chairman  of  the  department  of 
Orthopedic  Surgery,  Jorge  Galante, 
M.D.,  heads  a  team  of  researchers 
from  his  own  and  other  departments 
who  are  studying  available  prostheses 
to  determine  how  current  designs  and 
materials  wear,  and  are  developing 
improved  materials  for  substitute 
joints. 

The  Gait  Laboratory,  which  Dr. 
Galante  directs  is,  literally,  set  up  to 
do  computerized  study  of  human  gait 
as  in  the  stresses  involved  in  normal 
walking  and  movement  patterns. 
There  are,  for  instance,  some  15  dif¬ 
ferent  kinds  of  knee  prostheses. 
These  laboratory  data  are  designed  to 
help  the  orthopedic  surgeon  choose 
the  best  model  of  artificial  jont  for 
each  patient. 

Though  there  are  other  gait  labora¬ 
tories  in  the  country,  few  are  as  auto¬ 
mated  as  the  one  at  Rush- 
P  res  byte  ri  an -St.  Luke’s  which  has,  for 
!  instance,  the  only  optoelectronic  cam¬ 
era  in  the  country.  This  camera  can 
record  displacement  of  body  and  limb 
I  segments. 

'I  The  lab  itself  centers  on  a  30-foot 
I  walkway  raised  several  inches  off 
the  floor  and  surrounded  by  a  metal 
framework.  Here,  the  measuring  is 
done  and  all  the  various  devices  feed 
the  information  directly  into  a  com¬ 
puter,  which  draws  a  mathematical 
picture  of  the  relationships  among 
them.  Thomas  Andriacchi,  Ph.D.,  as- 
i'Sistant  professor  of  biomedical  engi- 
l  neering  and  orthopedic  surgery,  is  de- 
Iveloping  computer  models  of  gait 


which  will  help  to  pinpoint  both  ex¬ 
perimental  and  analytical  approaches 
to  the  most  important  variables. 

Artificial  hips  have  only  been  in  use 
for  about  10  years,  and  artificial  knee 
joints  a  little  less  than  5  years,  so  the 
long-term  data  are  still  incomplete. 
“One  of  the  things  we  are  trying  to 
find  out  is  how  much  stress  the  metal 
can  take,  the  fatigue  life  of  the  various 
alloys  used  in  total  joint  replace¬ 
ments,”  Dr.  Galante  said.  “Then'^we 
must  get  to  the  other  side  of  the  equa¬ 
tion:  how  much  stress  the  prosthesis 
will  be  subjected  to  in  use.” 

Besides  wear  and  fatigue,  there  is 
the  design  of  the  prosthesis  to  con¬ 
sider.  Dr.  Andriacchi  has  been  using 
the  computer  to  analyze  why  the  de¬ 
vices  break;  how  the  stresses  are  dis¬ 
tributed  over  bone,  cement,  and  pros¬ 
thesis;  and  what  would  be  required  to 
prevent  damage.  Using  these  data, 
the  orthopedic  and  biomedical  engi¬ 
neering  researchers  have  developed 
porous  rods  made  from  titanium, 
which  may  be  used  in  conjunction  with 
artificial  joints  to  promote  growth  of 
bone  into  the  material  to  provide  extra 
support.  Results  in  laboratory  animals 
have  so  far  been  excellent. 

“Trying  to  duplicate  the  joints  you 
were  born  with  is  difficult.  We’ve  only 
made  a  beginning,”  Dr.  Galante  said. 
“It  may  never  be  possible  to  replace 
every  joint  in  a  person’s  body,  but  it  is 
possible  to  relieve  a  great  deal  of  suf¬ 
fering  and  broaden  the  scope  of  many 
people’s  lives.  We’re  trying  to  find  out 
as  much  as  we  possibly  can  about 
how  people  move,  so  that  we  can  de¬ 
sign  artificial  joints  that  are  responsive 
to  the  needs  of  the  people  who  will 
use  them.” 

Making  the  Difference 

The  search  for  better  treatment,  and 
perhaps  a  cure  for  arthritis  will  yield 
relief  for  millions  of  sufferers.  In  the 
meantime,  help  and  therapy  is  a  real¬ 
ity.  As  Sharon  Barnes  says,  “When  I 
came  here,  I  had  almost  no  hope  and 

The  Magazine/Spring  1976 


little  help.  I  could  only  envision  a  life¬ 
long  role  as  a  dependent  cripple. 

“My  stay  at  Rush-Presbyterian-St. 
Luke’s,  under  the  care  of  Dr.  Barton 
who  explained  the  treatment  pattern; 
with  the  psychologists  who  helped  me 
to  accept  and  function  with  my  dis¬ 
ease;  the  chance  to  think  and  relax  in 
the  whirlpool  baths;  and  to  exercise  as 
the  therapists  taught  me;  has  made 
the  difference  between  just  surviving 
and  living  my  life  to  the  fullest.”® 


15 


Rush  Medical  College 


Chooses 


Four- Year  Curriculum: 


By  William  F.  Hejna,  M.D. 


Reprinted  With  Permission  From  the 
Journal  of  the 

American  Medical  Association 


Medical  school  curricula  have  under¬ 
gone  significant  methodological 
changes  during  the  past  10  years, 
prompted  by  such  factors  as  social 
demand,  technological  development, 
and  fiscal  pressure.  Among  those 
changes  is  a  trend  toward  shortening 
the  time  from  high-school  graduation 
to  starting  practice:  This  is  most  usu¬ 
ally  accomplished  by  accelerating  the 
rate  at  which  students  are  expected  to 
learn  the  medical  school  portion  of 
that  continuum.  About  50  schools 
have  regular  or  optional  three-year 
curricula.  Some  have  an  accelerated 
premedical/medical  school  program  of 
six  years. 

Rush  Medical  College  of  Chicago 
recently  reversed  this  trend  by  chang¬ 
ing  its  regular  three-year  program  to 
the  more  standard  four-year  format. 
The  reasoning  behind  this  move  de¬ 
serves  comment.  Further,  the  in¬ 
tensely  dynamic  sociopolitical  climate 
in  which  medical  education  exists  dur¬ 
ing  the  current  decade  justifies  re¬ 
peated  review  of  the  validity  for  mov¬ 
ing  in  the  direction  of  shortened  cur¬ 
riculum. 

Rush  Medical  College  was  char¬ 
tered  in  1837  and  produced  some 
10,500  physicians  by  1942.  It  then 
confined  its  programs  for  27  years  to 
graduate  medical  education  and 
upper-level  undergraduate  education, 
reactivating  its  full  medical  school 
charter  in  1969.  A  first-year  class  of 
60  and  a  third-year  class  of  20  were 
admitted  in  1970  and  1971,  and  two 
classes  have  since  graduated.  The 
graduating  class  in  June  1975  num¬ 
bered  85,  and  the  entering  class  size 
for  1975-76  is  110.  It  is  important  to 
note  that  Rush  reopened  basically  as 
a  three-year  school  with  an  “innova¬ 


tive”  curriculum  utilizing  more  sophis¬ 
ticated  technology,  all  interdisciplinary 
task  force  teaching  modes,  and  a 
greater  emphasis  on  behavioral  sci¬ 
ence  and  early  patient  contact. 

Several  forces  were  primary  in  the 
movement  toward  shortened  curricula 
during  the  late  1960s  and  early  1970s. 
For  example,  widespread  dissatisfac¬ 
tion  with  the  nonavailability  of  physi¬ 
cians  and  general  discontent  with  the 
health  care  provision  system  man¬ 
ifested  itself  in  a  variety  of  ways.  The 
Campbell  Report  (Campbell,  J.A., 
Tucker,  W.R.,  Turner,  I.R.  Education 
in  the  Heaith  Fieids  for  the  State  of  Il¬ 
linois.  Chicago  State  of  Illinois  Board 
of  Higher  Education,  1968.),  which 
was  endorsed  by  the  Illinois  State 
Legislature,  documented  physician 
shortages  in  that  state,  and  the  Car¬ 
negie  Foundation  Report  (Higher 
Education  and  the  Nation’s  Health: 
Policies  for  Medical  and  Dental  Edu¬ 
cation  .  .  .  New  York,  McGraw-Hill 
Book  Co.,  Inc.,  1970)  indicated  na¬ 
tional  shortages.  Subsequently,  in 
1970  the  Congress  passed  the  Health 
Manpower  Training  Act,  which  served 
as  a  “general  educational  support 
grant”  to  the  medical  colleges  and  en¬ 
couraged  increased  enrollment  levels. 
The  resultant  universal  expansion 
among  entering  medical  school 
classes  and  the  increase  in  the 
number  of  schools  from  98  in  1968  to 
the  present  1 1 4  caused  an  increase  in 
first-year  students  from  9,000  to 
15,000.  It  must  be  recognized  that  this 
will  also  cause  a  significant  increase 
in  the  number  of  physicians  practicing 
in  the  United  States. 

Other  results  of  the  perceived 
physician  shortage  have  been  a  sharp 
upswing  in  the  immigration  of  foreign 


medical  graduates,  and  programs 
whose  impact  is  not  yet  entirely 
known,  such  as  the  Coordinated 
Transfer  Application  System  (COT- 
RANS)  and  “Fifth  Pathway”  mecha¬ 
nisms  for  retrieving  Americans  in  \ 
foreign  medical  schools  back  to  this  - 
country. 

The  three-year  curriculum  serves  to 
increase  the  number  of  graduates  by 
only  one  class  each  12  years.  Such 
increases  do  not  compare  favorably 
with  those  effected  by  the  methods 
mentioned,  and  none  addresses  the 
more  substantive  issues  of  severe 
discipline  and  geographic  maldistribu¬ 
tions.  The  “doctor  shortage”  statistics 
of  a  decade  ago  do  not  appear  to 
constitute  a  valid  reason  to  maintain  a 
three-year  curriculum. 

A  second  set  of  justifications  for  the 
three-year  program  revolves  around 
fiscal  aspects.  The  student’s  tuition, 
for  example,  appears  to  be  less  since 
the  student  pays  for  three  years  rather 
than  four.  It  should  be  noted,  however, 
that  total  tuition  expense  is  the  same  if 
calculated  by  the  quarter,  since 
three-year  curricula  generally  repre¬ 
sent  a  compression  of  the  12-quarter 
course  by  eliminating  the  summer- 
quarter  vacation.  With  respect  to  stu¬ 
dent  financial  aid,  the  outlay  of  funds 
is  less  in  the  three-year  program;  stu¬ 
dent  loan  funds  can  be  used  more  ef¬ 
fectively  if  the  school  concentrates 
these  funds  in  the  first  two  years  and 
encourages  commercial  lending  in  the 
upper  years,  when  it  is  more  available 
because  the  student  is  a  lesser  risk. 
Third,  the  three-year  program  cost  to 
the  school  is  theoretically  less  if  one 
calculates  cost  per  head,  per  year  and 
subtracts  tuition,  capitation,  and  en¬ 
dowment  income.  It  must  be  realized 
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in  such  an  exercise  that  a  full  clinical 
faculty  complement  is  necessary  on  a 
continuing  basis  regardless  of  how 
I  long  each  student  is  in  school,  and 
I  further,  that  the  clinical  faculty  is 

(generous  in  volunteering  teaching  time 
during  the  fourth  year,  particularly  in 
the  private  sector.  The  cost  per  stu¬ 
dent  factor  thus  holds  only  if  basic 
M  science  faculty  is  actually  reduced  in 
j  size  when  the  three-year  program  is 
I  adopted. 

A  major  element  in  design  of  the 
three-year  curriculum  is  the  qualitative 
i  aspect  of  content.  This  bears  critically 
on  certain  questions:  What  is  the  in¬ 
tended  product?  What  is  the  responsi- 
p  bility  for  competence  and  protection  of 
’»  the  public?  What  is  the  educational 
:|  quality  control  mechanism?  And  how 
are  the  needs  of  the  students  as  indi- 
j|  viduals  met?  The  answers  to  such 
1 1  questions  are  difficult  to  quantify  or  to 
[  resolve  by  subjective  value  judgement; 
i!  nevertheless,  some  presumptions  may 
‘  be  agreed  on. 

I  For  example,  clearly,  the  body  of 
j  fundamental  biomedical  science  con¬ 
tinues  to  increase,  and  just  as  clearly, 
the  physician  must  understand  with 
considerable  depth  both  morphology 
and  its  function.  Charges  of  de¬ 
humanization  and  anti-intellectualism 
have  been  leveled  in  the  scientific 
field.  Irrelevancy  and  duplication  are 
used  as  arguments  against  the  need 
for  replication  of  physician  scientists, 
or  even  against  teaching  physician 
“users”  about  biomedical  research.  Ir- 
'  respective  of  these  sharp  differences, 
:  it  is  more  difficult  for  the  student  to 
assimilate  the  expanding  scientific  ma¬ 
terial  in  a  shortened  period  of  time. 
Second,  the  behavioral  sciences 
'  have  taken  on  a  new  importance  and 
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time  need  in  the  curriculum,  and  the 
colleges  must  also  assume  responsi¬ 
bility  for  increased  primary  care  ex¬ 
periences  of  various  types  for  the  stu¬ 
dent.  The  latter  elements  tend  to 
erode  the  basic  science  time  portion 
of  the  curriculum  or  the  clinical  elec¬ 
tive  time  to  a  much  greater  extent  if 
the  overall  duration  of  the  curriculum 
is  shorter. 

Clearly,  the  flexibility  necessary  to 
respond  to  individual  needs  can  best 
be  met  when  the  pressure  of  time  for 
completion  is  less.  Moreover,  this  flex¬ 
ibility  must  serve  the  principle  of  en¬ 
richment  recognizing  the  broad  spec¬ 
trum  of  students’  educational,  social, 
and  cultural  backgrounds.  Although 
the  group  as  a  whole  is  highly 
motivated  and  the  quest  for  medical 
knowledge  and  experiences  is  intense, 
time  is  a  critical  requirement  in  learn¬ 
ing  to  deal  with  these  emotionally. 
Professional  maturation  is  recognized 
as  a  slow  process.  At  Rush,  a  highly 
structured  faculty  advisor  program  is 
designed  to  bring  into  focus  various 
options  the  student  may  have  in 
achieving  his  or  her  career  goals. 
Time  constraints  represent  the 
greatest  impedance  to  exercising  op¬ 
tions  and  determining  the  applicability 
of  what  is  learned. 

The  Rush  experience  with  the 
three-year  program  found  55%  of  the 
students  indicating  a  desire  to  finish  in 
four  years  rather  that  the  initially  in¬ 
tended  three:  some  confided  a  sense 
of  guilt  over  being  preceived  as  a 
“drop  back”  and  others  complained  of 
fatigue  and  emotional  strain.  In  addi¬ 
tion,  there  was  concern  over  the  need 
to  make  early  decisions  regarding 
graduate  medical  education. 
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There  was  uneasiness  among  both 
clinical  and  science  faculty  about  the 
decreases  in  basic  science  instruction. 
Both  also  expressed  increasing  dis¬ 
pleasure  with  need  for  continuous  in¬ 
tensive  teaching  spanning  the  summer 
quarter.  In  addition  to  the  lack  of  a 
break  in  a  vigorous  and  taxing  instruc¬ 
tion  sequence,  there  appeared  to  be 
no  regular  time  for  basic  science  elec¬ 
tives,  necessary  tutorials,  course 
make-up,  or  a  prematriculation  course 
series.  Another  criticism  involved  the 
graduate  medical  education  programs, 
since  faculty  also  have  such  respon¬ 
sibilities.  New  house  officers  require 
additional  attention  during  their  early 
days  on  service  in  the  summer. 

These  factors,  as  well  as  the  di¬ 
minishing  credence  of  the  physician 
shortage,  changing  fiscal  aspects,  and 
the  spectrum  of  perceptions  regarding 
qualitative  aspects,  brought  the  deci¬ 
sion  to  change  to  a  basic  four-year 
format. 

Many  of  the  arguments  advanced  in 
favor  of  shortening  the  standard  medi¬ 
cal  school  curriculum  to  three  years 
may  no  longer  be  valid,  and  such 
shortening  may  cause  tensions  among 
students  and  faculty.  Further,  this  in¬ 
novation  in  curriculum  does  not  mate¬ 
rially  address  issues  such  as  physi¬ 
cian  availability,  quality,  and  maldis¬ 
tribution.  Success  in  curricular  design 
is  intimately  related  to  accommodation 
of  individual  intellectual  pursuit,  culti¬ 
vation  of  independent  thinking,  and 
redefinition  of  core  material.  Such  as¬ 
pects  developed  on  a  sound  biomedi¬ 
cal  scientific  base  will  best  serve  fu¬ 
ture  physicians  regardless  of  career 
choice,  and  are  best  presented  in  a 
four-year  time  frame.® 
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Quality 

Assurance 

in 

Nursing 

By  Helen  Frank  Bensimon 

The  nation’s  most  comprehensive 
mechanism  for  measuring  the  quality 
of  nursing  care  has  been  developed 
by  investigators  from  the  Division  of 
Nursing  at  Rush-Presbyterian-St. 
Luke’s  Medical  Center  and  the 
Medicus  Systems  Corp. 

They  have  developed  300  carefully 
worded  criteria  to  measure  quality, 
which  have  been  rigorously  tested  for 
validity  in  19  hospitals  around  the 
country.  These  criteria  are  the  basis 
for  the  Medical  Center’s  quality  assur¬ 
ance  program  in  Nursing,  instituted  in 
1974,  which  is  a  national  model. 

The  quest  for  a  mechanism  to 
measure  quality  of  care  began  in 
1972,  when  the  Department  of  Health, 
Education,  and  Welfare  awarded  the 
investigators  a  one-year  contract  to 
assess  the  state  of  quality  monitoring 
efforts  around  the  country. 

“As  soon  as  we  began,  we  realized 
that  no  true  measure  of  the  quality  of 
nursing  care  process  existed,”  says 
Sue  T.  Hegyvary,  R.N.,  Ph.D.,  As¬ 
sociate  Professor  of  Nursing  and 
Chairman  of  the  Department  of  Medi¬ 
cal  Nursing.  Dr.  Hegyvary  was  one  of 
four  principal  investigators  for  the 
study. 

Over  the  next  three  years  the  team 
established,  refined,  and  tested  criteria 
for  evaluating  how  nursing  units  are 
organized:  the  care  patients  receive; 
and  the  variables  that  affect  this  proc¬ 
ess. 


Co-investigators  with  Dr.  Hegyvary 
were  Richard  D.  Jelinek,  Ph.D.,  Presi¬ 
dent  of  Medicus  System;  R.K.D. 
Haussmann,  Ph.D.,  vice  president  for 
Research  and  Development  at 
Medicus;  and  John  R.  Newman, 
Ph.D.,  a  sociologist  who  was  formerly 
on  the  Rush  University  faculty. 

The  investigators  trained  groups  of 
observers  to  test  the  criteria  in  the  19 
hospitals,  which  included  community 
hospitals,  hospitals  affiliated  with  med¬ 
ical  centers,  inner-city  hospitals,  and 
one  rural  hospital.  By  studying  the 
data  of  these  observers,  the  inves¬ 
tigators  were  able  to  refine  the 
standards  continuously  over  the 
course  of  the  study.  The  scope  and 
precision  of  the  criteria  are  unique. 

“The  single  greatest  difficulty  was  in 
maintaining  validity  and  reliability.”  Dr. 
Hegyvary  says.  “Different  phrases 
meant  different  things  to  different 
people.  Phrases  were  tested  over  and 
over  again  to  be  certain  that  the  data 
they  would  yield  would  be  reliable. 

“Our  major  achievement  was  to  de¬ 
velops  a  very  comprehensive  method 
for  measuring  nursing  process,  that  is, 
for  measuring  the  quality  of  the  actual 
activities  that  make  up  the  practice  of 
nursing.” 

Nursing  process  consists  of  as¬ 
sessment,  planning,  implementation, 
and  evaluation.  When  a  patient  is  ad¬ 
mitted  to  the  hospital,  the  nurse  is  re¬ 
sponsible  for  assessing  his  immediate 
needs  and  family  status.  She  must 
discern  what  the  family  knows  about 
the  illness  and  how  much  support  they 
can  give  the  patient.  The  nursing  staff 
is  also  responsible  for  planning  the 
day-to-day  aspects  of  the  patient’s 
care,  based  on  his  specific  problems 
and  needs,  and  for  the  implementation 
of  the  plan  of  care  as  well  as  for  the 
evaluation  of  the  patient’s  response  to 
care.  The  criteria,  grouped  into  six 
main  categories  and  28  sub¬ 
categories,  look  at  every  possible  as¬ 
pect  of  this  process,  and  at  the  many 
variables,  such  as  the  managerial 
services  on  the  unit  and  facets  of  ad¬ 
ministration  which  might  affect  this 
process. 

Another  problem  could  be  the  sub¬ 
jectivity  of  the  coordinator.  Since  as¬ 
signments  are  randomly  given,  several 
coordinators  participate  in  the  as¬ 
sessment  of  a  unit  over  the  course  of 
a  month.  Coordinators  are  also  regu¬ 
larly  tested  for  the  reliability  of  their 
observations.  Two  coordinators  must 
have  at  least  an  85  percent  degree  of 
agreement  in  observing  the  same 
criteria.  If  the  level  of  concurrence  is 
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less,  they  must  discuss  points  of  dis-  j 
agreement  and  undergo  further  testing  j 
until  the  prescribed  percentage  is  at-  | 
tained.  ! 

“However,  the  tool  seems  to  be  so  i 
well  spelled  out,  that  we  usually  have  H 
a  90  to  95  percent  agreement,”  Ms.  ■ : 
Jezek  said.  “Obviously  if  we  feel  that 
a  coordinator  is  not  collecting  reliable  , 
data,  we  will  have  to  evaluate  the  ' 
situation.  Our  ability  to  function  is  only 
as  good  as  our  data  base.”  i 

To  further  perfect  the  monitoring 
mechanism,  the  investigators  have  re-  j 
cently  submitted  a  proposal  to  the  de¬ 
partment  of  Health,  Education,  and 
Welfare,  seeking  funds  to  develop  i 
criteria  to  assess  the  quality  of  nursing  | 
care  in  psychiatric  units,  emergency 
rooms,  labor  and  delivery  rooms,  and 
newborn  special  care  units. 

How  is  the  measurement  of  quality 
of  care  put  into  constructive  use? 

At  the  Medical  Center,  there  is  a  j 
staff  of  14  fulltime,  quality  assurance  ! 
coordinators  who  are  involved  in  both 
quality  monitoring  and  helping  effect 
changes  based  on  data  produced 
through  monitoring.  All  are  registered  | 
nurses  with  a  minimum  of  a  B.S.  de-  | 
gree  and  three  years  of  clinical  ex-  I 
perience,  some  of  which  has  been  as 
a  head  nurse  or  supervisor.  They 
monitor  surgical,  medical,  pediatric  in¬ 
tensive  care,  gynecology,  recovery 
room,  and  newborn  nursery  units,  ob¬ 
serving  each  unit  over  a  one-month  ' 
period  each  quarter. 

The  coordinators  collect  data  from  r 
patient  records  by  observing  patients,  | 
interviewing  them  and  the  nursing  I 
personnel,  and  by  observing  the  pa-  I 
tient  environment,  the  general  I 

k\ 
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I  functioning  of  the  unit  and  the  activi¬ 
ties  of  the  unit  manager.  All  data  is 
u  subjected  to  computerized  analysis. 

I  “We  are  not  policemen,”  says 
Judith  Jezek,  R.N.,  M.S.,  Assistant 
Professor  in  the  College  of  Nursing, 
£  who  directs  the  quality  assurance  pro¬ 
gram. 

“Our  job  is  to  provide  data  for  deci- 
;  sion  making  and  to  help  solve  prob¬ 
lems.  We  try  to  function  as  a  support 
'  service  to  all  the  clinical  departments 
'  of  nursing.  We  do  the  quality  monitor¬ 
ing  but  we  also  offer  staff  develop- 
I  ment  and  education,  and  help  work 

Iout  improved  policies  and  proce¬ 
dures.” 

The  coordinators  survey  units  for 
j  one  month  each  quarter.  During  this 
I  time,  there  are  20  visits  in  the  course 

8  of  which  medical  records  are  studied, 
staff  are  interviewed,  personal  obser¬ 
vations  are  recorded  and  20  different 
I  patients  are  interviewed.  The  unit  is 
I  monitored  day  and  evening  but  not  on 
]  the  night  shift  because  patients  are 
I  usually  sleeping.  The  coordinators 
cannot  choose  the  unit  they  are  sur¬ 
veying.  Times,  dates  of  observation, 
names  of  patients  to  be  interviewed, 
and  all  other  aspects  of  the  assign- 
||  ments  are  selected  at  random.  About 
[I  50  criteria  are  checked  on  each  unit. 

Ij  If  quality  scores  show  a  decline, 
I  possible  reasons  are  studied.  Was  the 
'  workload  up?  What  was  the  staffing 
pattern?  Should  it  be  changed?  Were 
'  there  morale  problems?  Has  the  unit 
been  receiving  a  different  sort  of  pa¬ 
tient  than  in  the  past?  The  coor- 
i  dinators  then  meet  with  the  head 
nurse  and  teacher  practitioner  on  the 
unit  to  discuss  trends,  study  the  rea- 
i  sons  for  these  trends,  and  plan  im- 
j  provements  if  necessary.  Some  units 
;l  with  high  scores  are  so  proud  of  their 
1,  achievements  that  they  post  them  on 
i|  their  bulletin  board,”  Ms.  Jezek  said. 

1 1  “In  general  the  quality  of  care  in  the 
I  units  has  gone  up  dramatically  since 
I  >  we  instituted  quality  assurance”  she 
I  said. 

(Because  of  the  necessarily  subjec¬ 
tive  nature  of  some  aspects  of  the 
program,  there  are  built-in  safeguards 
to  ensure  reliability.  It  was  felt  that  pa¬ 
tient  interviews  are  essential.  Obvi¬ 
ously,  however,  some  patients  might 
be  either  intimidated  or  hostile  and 
thus  give  a  distorted  picture  of  aspects 
of  their  care.  However,  Dr.  Hegyvary 
j,  said,  “although  there  are  some  prob¬ 
lems  in  getting  completely  honest  an- 

Iswers  from  patients,  we  feel  that  the 
size  of  the  sample  provides  us  with  an 
adequate  balance  of  patient  opinion. ”(d 


[  Corporate  Reorganization 

i 

and  Expansion 

New  college,  new  officers,  network  expansion 
mark  progress  of  institution 


45- 


Corporate  reorganization,  election  of 
trustees  and  officers,  and  establish¬ 
ment  of  a  new  College  of  Health  Sci¬ 
ences  highlighted  the  annual  meeting 
of  the  Trustees,  November  19,  1975. 

As  its  first  order  of  business,  the 
Trustees  approved  by-laws  constitut¬ 
ing  the  Board  of  Trustees  as  the  gov¬ 
erning  body  of  Rush-Presbyterian-St. 
Luke’s  Medical  Center,  supplanting 
the  Executive  Board,  with  business 
and  property  of  the  Corporation  to  be 
managed  by  the  Voting  Trustees. 

Edward  McCormick  Blair  was  re¬ 
elected  chairman  of  the  Board  of 
Trustees  and  of  the  Executive  Com¬ 
mittee,  and  Harold  Byron  Smith,  Jr. 
and  Frederick  G.  Jaicks,  were  re¬ 
elected  vice-chairmen. 

James  A.  Campbell,  M.D.,  president 
and  chief  executive  officer  of  the  Med¬ 
ical  Center,  was  re-elected  president. 

Four  long-term  trustees  were 
elected  as  life  trustees:  William  F.  Bor¬ 
land,  after  25  years  service;  Brooks 
McCormick,  after  19  years  service; 
Richard  W.  Simmons,  after  19  years 
service;  and  Solomon  Byron  Smith, 
after  23  years  service. 

Gail  L.  Warden,  executive  vice  pres¬ 
ident  of  the  Medical  Center,  was  re¬ 
elected  secretary  of  the  Board  of  Trus¬ 
tees  and  Lloyd  W.  Bowers,  partner  in 
the  law  firm  of  Gardner,  Carton,  and 


Douglas  was  re-elected  general  coun¬ 
sel.  Donald  R.  Oder,  formerly  vice 
president  for  finance,  was  named 
senior  vice  president  of  the  Medical 
Center  and  was  re-elected  treasurer. 

In  addition  to  Blair,  Smith,  Jaicks, 
and  Campbell,  the  following  were 
elected  members  of  the  Executive 
Committee:  Roger  E.  Anderson;  Ed¬ 
ward  C.  Becker;  Edward  F.  Blettner; 
Maurice  L.  Bogdonoff,  M.D.;  Joseph 
A.  Burnham;  Kent  S.  Clow,  Jr.;  A.  B. 
Dick,  III;  Thomas  E.  Donnelly,  II; 
Robert  C.  Gunness;  Stanley  G.  Harris, 
Jr.;  Edgar  G.  Jannotta;  Mrs.  William 

G.  Karnes;  James  E.  Olson;  Thomas 

H.  Roberts,  Jr.;  Richard  L.  Thomas; 
and  George  B.  Young. 

In  his  discussion  of  corporate  reor¬ 
ganization,  Dr.  Campbell  cited  the 
specific  objectives  which  guided  the 
ad  hoc  steering  committee  in  arriving 
at  its  recommendations  to: 

1.  Increase  the  Trustee’s  effective¬ 
ness  and  involvement  in  the  af¬ 
fairs  of  the  Corporation. 

2.  Preserve  the  present  corporate 
name.  Emphasize  the  unity  of 
the  care  and  academic  elements 
of  the  Medical  Center  at  every 
level  within  the  organization 
balancing  these  elements 
through  strong  and  effective 
management. 


Three  new  trustees,  elected  at  the  Annual  Meeting  in  November,  are  R.  Joseph 
Oik,  M.D.  (left),  a  1975  graduate  of  Rush  Medical  College,  Rev.  David  Dono¬ 
van  (second  from  left),  stated  clerk  of  the  Presbytery  of  Chicago  and  Maurice 
L  Bogdonoff,  M.D.  (right),  president  of  the  medical  staff  at  RPSL 
Greeting  them  are  Edward  McCormick  Blair  (middle),  chairman  of  the  Board  of 
Trustees  and  James  A.  Campbell,  M.D.,  president  and  chief  executive  officer 
of  RPSL. 
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3.  Recognize  academic  achieve¬ 
ments  and  commitments  by  un¬ 
derlining  the  Rush  University 
status,  emphasizing  its  identity 
with  the  public  for  better  under¬ 
standing  and  support. 

4.  Recognize  the  importance  of  the 
patient  care  base  by  emphasiz¬ 
ing  Presbyterian-St.  Luke’s  Hos¬ 
pital  as  a  clear  and  recognizable 
entity. 

5.  Recognize  the  importance  of  re¬ 
search  as  a  vital  element  of  both 
optimum  patient  care  and  quality 
education,  and  an  essential  to 
expanded  human  knowledge. 

6.  Improve  efficiency  and  effective¬ 
ness  of  the  Medical  Center  and 
its  programs  described  in  2,  3,  4, 
and  5,  utilizing,  whenever  possi¬ 
ble,  management  techniques  as¬ 
sociated  historically  with  com¬ 
mercial  and  industrial  enterprise 
rather  than  relying  only  on  tra¬ 
ditional  academic  or  health  care 
administrative  methodologies. 

7.  Utilize  structure  and  function  to 
augment  and  preserve  Corporate 
resources.  (See  organization 
chart,  this  issue). 

“One  of  the  most  new  and  innova¬ 
tive  proposed  components  of  Presby¬ 
terian-St.  Luke’s  Hospital  is  In- 
terinstitutional  Affairs  and  its  counter¬ 
part  in  the  University,  the  Rush  Sys¬ 
tems  Development  Institute.  This  addi¬ 
tion  should  enhance  our  efforts  to  de¬ 
velop  the  Rush  University  System  for 
Health  which  currently  embraces  a 
network  of  affiliated  community  hospi¬ 
tals,  and  to  expand  it  to  its  fullest  po¬ 
tential.  It  also  enables  more  active 
pursuit  of  shared  services  and  the  ac¬ 
quisition  of  units  which  may  be  useful 
in  the  development  of  the  Rush  Sys¬ 
tem,”  Dr.  Campbell  said. 


Rush  University 
Establishes 
College  of 
Health  Sciences 

Rush-Presbyterian-St.  Luke’s  Medical 
Center  has  established  a  new  College 
of  Health  Sciences  at  Rush  University 
offering  degrees  at  the  baccalaurae- 
ate,  master,  and  doctoral  levels.  The 
College  joins  Rush  Medical  College, 
reactivated  in  1969,  and  the  College 
of  Nursing,  opened  in  1972.  David  I. 


Cheifetz,  Ph.D.,  associate  dean  of 
Biological  and  Behavioral  Sciences, 
has  been  named  acting  dean  of  the 
new  College. 

“The  College  of  Health  Sciences, 
established  by  the  Board  of  Trustees 
of  the  Medical  Center  at  its  November 
19,  1975  Annual  Meeting,  will  provide 
a  scientific  and  academic  base  for 
teaching,  research,  and  patient  ser¬ 
vices  in  the  health  fields  other  than 
medicine  and  nursing,”  said  James  A. 
Campbell,  M.D.,  president  of  Rush- 
Presbyterian-St.  Luke’s. 

“The  action  of  the  trustees  reflects 
their  perception  of  health  manpower 
needs  in  a  variety  of  special  tasks  that 
can  only  be  undertaken  by  trained 
professionals  as  scientists  and  full- 
fledged  members  of  the  health  team,” 
he  said. 

The  College  of  Health  Sciences  will 
include  three  major  program  divisions: 

•  The  Office  of  Biological  and  Be¬ 
havioral  Services,  comprising  eight 
basic  science  departments; 

•  The  Office  of  Related  Health  Sci¬ 
ence  Programs,  where  the  emerging 
new  professions  in  the  technology, 
administration,  and  systematization  of 
health  care  will  be  trained  for  science 
degrees  at  all  three  levels;  and 

•  The  Office  of  Multi-Disciplinary 
Center  programs  which  will  have  as 
its  primary  function  the  coordination  of 
the  scientific  experience  and  potential 
of  the  Medical  Center  in  addressing 
basic  questions  arising  out  of  medical 
care. 

Rush  University,  established  in 
1972,  is  one  of  the  nation’s  newest  in¬ 
stitutions  of  higher  learning  dedicated 
wholly  to  the  training  of  physicians, 
nurses,  allied  health  professionals, 
managers,  and  scientists  for  the 
health  field.  Current  enrollment  is  651 
students. 

Rush  University  is  the  academic 
component  of  Rush-Presbyterian-St. 
Luke’s  Medical  center,  while  Presby¬ 
terian-St.  Luke’s  Hospital,  with  864 
beds,  is  the  patient  care  component. 
A  tertiary  care  hospital  referral  center, 
Presbyterian-St.  Luke’s  has  640 
physicians  and  scientists  on  its  staff 
and  269  house  officers  (interns,  resi¬ 
dents,  and  fellows)  in  its  graduate 
medical  education  programs.  Mem¬ 
bers  of  the  medical  staff  hold  faculty 
appointments  in  Rush  University. 

“The  growth  and  development  of 
Rush  University  as  the  academic 
component  of  the  Medical  Center  has 
been  steady,  productive,  and  rationally 
organized  to  meet  Chicago  area, 
state,  and  national  needs  and  to  re¬ 


alize  our  institutional  objective  of  a 
single  high  standard  of  care  for  all  pa¬ 
tients,”  said  Dr.  Campbell.  “As  faculty 
and  curricula  have  grown,  so  have  the 
number  of  professionals  with  special¬ 
ized  knowledge  in  key  areas  related  to 
health — clinical  nutrition,  medical  and 
radiation  technology,  health  manage¬ 
ment  sciences,  occupational  and  phys¬ 
ical  therapy,  and  pastoral  care — as 
well  as  in  the  established  disciplines 
of  anatomy,  biochemistry,  biomedical 
engineering  immunology,  microbiolo¬ 
gy,  pharmacology,  physiology, 
psychology,  and  the  social  sciences. 
Researchers  and  students  alike  have 
sought  an  institutional  framework  de¬ 
signed  to  accommodate  their  interests 
and  fields  of  endeavor.  The  College  of 
Health  Sciences  has  been  established 
to  respond  to  the  health  needs  of  the 
communities  we  serve  locally  and  na¬ 
tionally  and  to  the  needs  of  profes¬ 
sionals  responsible  for  the  delivery  of 
health  care,”  Dr.  Campbell  concluded. 


RPSLMC  Expands 
Cooperation  with 
Mount  Sinai  Hospital 
Medical  Center 

A  comprehensive  agreement  that  will 
result  in  expanded  medical  education 
programs  and  the  training  of  more 
physicians  to  practice  in  urban  areas 
was  signed  December  18,  1975  by 
Mount  Sinai  Hospital  Medical  Center 
and  Rush-Presbyterian-St.  Luke’s 
Medical  Center. 

In  March  1975,  the  two  Medical 
Centers  announced  an  agreement  that 
initiated  a  program  of  medical  educa¬ 
tion  for  Rush  Medical  College  students 
using  the  facilities  and  faculty  of 
Mount  Sinai.  The  new  agreement  con¬ 
tributes  significantly  to  the  develop¬ 
ment  of  an  integrated  health  system 
by  expanding  areas  of  cooperation  to 
include  programs  on  graduate  medical 
education,  continuing  education,  nurs¬ 
ing,  patient  care,  research,  and  in- 
terinstitutional  support  services. 

RPSL  and  Mount  Sinai  representa¬ 
tives  said  the  cooperative  effort  was 
established  “for  the  purposes  of  fulfil¬ 
ling  the  common  goals  of  bringing  the 
highest  level  of  quality  care  to  their 
broad  communities,  providing  high 
quality  education  in  the  health  fields, 
enhancing  research  activities,  and 
achieving  efficiency  and  economy  in 
these  and  related  activities.”  (cont  d.) 
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Under  the  agreement,  each  institu¬ 
tion  continues  to  be  an  autonomous 
corporation  governed  independently 
by  its  respective  governing  body. 

A  Joint  Policy  Committee,  with  both 
institutions  equally  represented,  was 
established  to  review,  hear,  and  de¬ 
termine  policy  issues  which  affect  the 
programs  and  purposes  of  the  agree¬ 
ment.  Similarly,  a  Joint  Management 
Committee,  also  with  equal  repre¬ 
sentation,  was  established  to  keep  the 
corporate  Joint  Policy  Committee  in¬ 
formed  and  to  coordinate  the  conjoint 
functions  of  the  two  institutions. 

William  F.  Hejna,  M.D.,  vice  presi¬ 
dent,  Medical  Affairs  and  dean.  Rush 
Medical  College,  said  appropriate  fac¬ 
ulty  appointments  to  Rush  Medical 
College  for  members  of  the  Mount 
Sinai  medical  staff  are  being  made 
under  the  rules  of  governance  of  the 
College. 

Mount  Sinai  Hospital  Medical  Center 
is  a  479-bed  teaching  institution  pro¬ 
viding  various  outpatient  and  inpatient 
service  to  the  entire  metropolitan  area. 
In  addition  to  its  programs  of  under¬ 
graduate  and  graduate  medical  educa¬ 
tion,  the  Center  is  also  engaged  in  the 
education  of  a  variety  of  paraprofes- 
sional  health  personnel  including 
nurses,  blood  banking  specialists,  and 
radiologic  technologists.  It  provides  ex¬ 
tensive  outpatient  and  health  educa¬ 
tion  services  to  a  broad  population 
through  the  Sinai  Medical  Group,  a 
series  of  group  practices  involving  all 
the  major  medical  specialties  including 
primary  care.  It  conducts  a  variety  of 
basic  and  clinical  research  programs. 
The  hospital  is  an  affiliate  of  the  Jew¬ 
ish  Federation  of  Metropolitan 
Chicago. 


Sheridan  Road  Facility 
Means  More  Growth 

Rush-Presbyterian-St.  Luke’s  Medical 
Center  has  leased  the  hospital  facili¬ 
ties  at  6130-6134  North  Sheridan 
Road,  Chicago,  to  be  operated  as  an 
integral  part  of  the  Medical  Center’s 
programs  in  patient  care,  education, 
and  research. 
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The  175-bed  facility,  which  has 
been  known  as  Northeast  Community 
Hospital,  was  designated  the  Sheridan 
Road  Pavilion  of  Rush-Presbyterian- 
St.  Luke’s  Medical  Center.  The  focus 
and  thrust  of  patient  care  programs  at 
the  Sheridan  Road  Pavilion  will  be 
oriented  toward  primary  medical  care 
and  mental  health  services. 

The  Sheridan  Road  Pavilion  of 
RPSL  began  functioning  as  part  of 
the  Medical  Center  on  January  2, 
1976.  Programs  in  internal  medicine, 
psychiatry,  and  ambulatory  and 
short-stay  surgery  are  being  intro¬ 
duced  and  will  be  expanded  over  the 
next  six  months  while  renovation  and 
remodeling  are  carried  out. 

Authority  to  enter  into  a  leasing  ar¬ 
rangement  with  the  Charity  Hospital 
Association,  which  had  been  operating 
the  facility,  was  approved  by  the 
Executive  Committee  of  the  Board  of 
Trustees  of  the  Medical  Center  on 
December  17,  1975. 

The  Sheridan  Road  Pavilion  is 
being  staffed  initially  by  physicians, 
management,  and  health  professionals 
from  the  Medical  Center’s  main  cam¬ 
pus  on  the  near  West  Side.  New  ap¬ 
pointments  will  be  made  under  the 
medical  staff  by-laws  and  faculty  rules 
of  governance  at  the  Medical  Center. 
Certain  employees  already  on  the  staff 
of  Northeast  Community  Hospital 
underwent  in-service  education  and 
training  to  learn  procedures  and 
policies  of  RPSL. 

Since  early  October,  RPSL  had 
been  serving  as  a  consultant  to 
Northeast  Community  Hospital.  On 
November  21,  1975,  the  Board  of  Di¬ 
rectors  of  the  Charity  Hospital  Associ¬ 
ation  appointed  a  management/con¬ 
sultant  team  from  the  Medical  Center 
to  manage  the  hospital  while  continu¬ 
ing  to  study,  evaluate,  and  make  rec¬ 
ommendations  concerning  its  future. 

On  November  25,  1975,  members 
of  the  Charity  Hospital  Association  re¬ 
signed  their  positions  in  favor  of  the 
current  members  of  the  Association: 
Edward  McCormick  Blair,  Harold 
Byron  Smith,  Jr.,  Frederick  G.  Jaicks, 
and  James  A.  Campbell,  M.D.,  all  of 
whom  are  trustees  of  Rush- 
Presbyterian-St.  Luke’s  Medical  Cen¬ 
ter.  A  Board  of  Directors  for  the  Char- 
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ity  Hospital  Association  also  was 
formed  including  the  four  persons 
named  above  and  Gail  L.  Warden, 
William  F.  Hejna,  M.D.,  Donald  R. 
Oder,  and  Sheldon  Garber,  all  corpo¬ 
ration  vice-presidents  of  RPSL. 

Of  the  175-bed  capacity  of  the 
Sheridan  Road  Pavilion,  100  beds  are 
currently  available  for  the  new  pro¬ 
grams  to  be  introduced,  while  re¬ 
modeling  and  renovation  will  be 
needed  to  make  the  remaining  75  con¬ 
form  to  new  program  requirements.® 


I 

ii 


_ Accreditation _ 

Rush  Medical  College 
College  of  Nursing 
Presbyterian-St.  Luke’s  Hospital 


Rush  Medical 
College 


The  Liaison  Committee  on  Medical 
Education  has  conferred  on  Rush 
Medical  College  full  approval  on  the 
program  terminating  in  the  M.D.  de¬ 
gree,  for  a  period  of  four  years  from 
the  completion  of  the  survey  visit.  The 
Liaison  Committee  has  also  recom¬ 
mended  continuation  of  full  institu¬ 
tional  membership  of  Rush  Medical 
College  of  Rush  University  in  the 
Association  of  American  Medical 
Colleges. 

The  Survey  Team  noted  the  follow¬ 
ing  with  approval: 

•  Within  a  relatively  short  time  the 
Rush  Medical  College  has  been  reac¬ 
tivated  and  progressively  assembled 
academic  resources  to  achieve  a 
satisfactory  program  of  undergraduate 
medical  education.  This  progress  has 
followed  the  organization  of  basic  sci¬ 
ence  departments  to  complement  the 
hospital-based  faculty  which  has  con¬ 
sistently  participated  in  the  clinical  por¬ 
tion  of  medical  education. 

•  The  organization  of  the  Medical 
College  has  evolved  to  recognize  the 
importance  of  and  to  include  the  tra¬ 
ditional  basic  science  departments. 

•  The  developments  to  this  time  of 
the  Medical  College  confirm  the  vision 
and  ability  of  senior  administrators  of 
the  Medical  Center  and  of  the  Medical 
;  College. 

•  The  educational  program  is 
soundly  financed  from  a  variety  of 
sources  for  both  capital  improvement 
and  for  current  operation.  The  iden¬ 
tification  through  a  sophisticated  sys¬ 
tem  of  accounting  of  those  areas 
which  are  common  to  the  service  ac- 
'tivites  of  a  medical  center  and  to  the 
educational  program  has  provided  a 
substantial  financial  base  for  medical 
education.  The  magnitude  and  breadth 
of  this  base  should  provide  valuable 
protection  against  the  adverse  impact 
of  sudden  change  in  the  single  source 
of  financial  support. 

•  In  the  development  of  the  clinical 
■  faculty,  there  appears  to  be  a  desira¬ 


ble  and  harmonious  blend  of  those 
whose  primary  commitment  and  sup¬ 
port  relates  to  medical  education  and 
those  whose  interest  in  medical  edu¬ 
cation  is  significant  but  whose  support 
comes  from  private  practice. 

•  Plans  for  the  construction  and 
acquisition  of  additional  plant  re¬ 
sources  have  been  well  planned  and 
the  building  under  construction  will 
prove  a  valuable  addition.  The  space 
available  for  the  library  in  this  con¬ 
struction  project  will  correct  a  current 
deficit  in  library  space. 

•  The  previously  criticized  animal 
facilities  have  been  relocated  in  ade¬ 
quate  quarters. 

•  The  commitment  by  the  faculty 
and  administration  to  the  procedure 
for  selecting  medical  students  and  for 
the  conduct  of  student  affairs  is  ad¬ 
mirable.  The  time  devoted  to  these  ac¬ 
tivities  has  strengthened  the  commit¬ 
ment  of  both  faculty  and  students  to 
the  Medical  College. 

•  Philosophically,  the  development 
of  a  dispersed  network  of  affiliated 
hospitals  is  tangible  evidence  of  con¬ 
cern  for  the  community  and  consti¬ 
tutes  a  potential  resource  for  each 
part  of  the  continuum  of  medical  edu¬ 
cation.  A  few  of  these  hospitals  al¬ 
ready  provide  valuable  support  for  the 
teaching  of  obstetrics  and  pediatrics. 

College 

of 

Nursing 


The  College  of  Nursing  of  Rush  Uni¬ 
versity  has  received  initial  accredita¬ 
tion  for  undergraduate  and  graduate 
nursing  programs  for  eight  years  by 
the  National  League  for  Nursing,  an¬ 
nounced  Luther  P.  Christman,  Ph.D., 
Dean. 

“By  meeting  the  high  standards  of 
this  national  accreditation  body  and  re¬ 
flecting  quality  control  of  curriculum 
and  student  experience,  the  College  of 
Nursing  enters  a  select  group  of  in¬ 
stitutions  whose  graduates  are  as¬ 
sured  their  training  has  prepared  them 
for  positions  in  any  hospital  in  the 
country  as  well  as  for  post-graduate 
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study,”  Dean  Christman  said. 

The  College  of  Nursing  (formerly  the 
College  of  Nursing  and  Allied  Health 
Sciences)  already  is  accredited  by  the 
North  Central  Association  of  Colleges 
and  Schools,  and  approved  by  the  Ill¬ 
inois  Board  of  Registration  and  Educa¬ 
tion. 

James  A.  Campbell,  M.D.,  president 
of  Rush-Presbyterian-St.  Luke’s  Medi¬ 
cal  Center,  said:  “For  a  three-year-old 
institution  to  earn  accreditation  from  a 
prestigious  body  such  as  the  National 
League  for  Nursing  is  a  remarkable 
achievement.  Dean  Christman,  the 
faculty,  staff,  and  students  of  the  Col¬ 
lege  of  Nursing  are  to  be  congratu¬ 
lated  for  the  splendid  work  that  has 
placed  the  College  of  Nursing  among 
the  nation’s  best  in  this  important 
field.” 

Presbyterian- 
St.  Luke's 
Hospital 


The  Joint  Commission  on  Accredita¬ 
tion  of  Hospitals  has  given  a  two-year 
accreditation  to  Presbyterian-St. 
Luke’s  hospital. 

Field  representatives  of  JCAH  con¬ 
ducted  an  on-site  survey  on  October 
23,  24,  and  28,  1975,  and  accredita¬ 
tion  was  announced  in  January.  This 
authorization  indicates  that  the  hospi¬ 
tal  is  meeting  the  standards  of  hospital 
care,  as  set  by  the  JCAH.  These 
standards  set  forth  optimal  goals  of 
excellence  by  which  a  hospital  can 
measure  itself  and  be  measured  by 
JCAH. 

Although  accreditation  by  the  JCAH 
is  not  legally  necessary,  health  care 
facilities  have  sought  accreditation  be¬ 
cause  it  represents  a  benchmark  of 
quality  that  is  higher  than  governmen¬ 
tal  licensure  alone. 

“The  Medical  Center  is  proud  to 
have  received  such  a  high  rating  from 
the  JCAH,”  said  Howard  Jones,  vice 
president.  Administrative  Affairs.  “It  is 
a  tribute  to  the  hard  work  and  dedica¬ 
tion  of  all  hospital  employees  in  pro¬ 
viding  the  highest  quality  of  care  to 
our  patients,”  he  concluded,  co 
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The  Beat  of  Life: 
Listening  to 
Heart  Sounds 

A  new  system  that  allows  large  groups 
of  students  and  physicians  to  listen 
simultaneously  to  a  patient’s  heart 
sounds  has  recently  been  installed  in 
the  A.B.  Dick  Auditorium  at  Rush- 
Presbyterian-St.  Luke’s.  It  is  the  first 
system  of  its  kind  in  the  Chicago  area. 

Called  the  Tavel-Andries  (TA)  Heart 
B  Sound  Recording  System,  it  consists 
of  102  stethophones  that  are  part  of  a 
“  sound  amplification  system  that  can 
;;  be  hooked  up  to  the  auditorium  seats 
and,  on  the  other  end,  a  stethoscope. 

The  TA  system  can  be  utilized  to  lis- 

*  ten  to  an  actual  patient’s  heart  or  to 
transmit  simulated  and  tape  recorded 
heart  sounds.  Total  cost  of  the  system 

“  was  $6,000. 

Philip  R.  Liebson,  M.D.,  associate 
attending  physician  and  associate  pro- 
=  fessor  of  Medicine,  was  instrumental 
in  evaluating  and  purchasing  the  sys- 
^  tern.  The  new  system.  Dr.  Liebson 
said,  “allows  us  to  teach  physical  di- 
z  agnosis  of  heart  sound  recordings  to 
large  groups  of  students  and  physi- 
I  cians  as  it  can  reproduce  any  type  of 
i  heart  sound  that  might  come  from  a 
r-  patient.” 

Dr.  Liebson  said  that  the  best  way 
to  learn  about  heart  sounds,  however, 
“  is  to  use  a  patient  in  the  demonstra- 
■  tion,  because  changes  in  heart  sounds 

*  due  to  breathing  or  other  physiological 
p  maneuvers  can  only  be  indicated  this 

way. 

^  Another  benefit  of  this  system.  Dr. 
Liebson  said,  is  that  RPSL’s  nine  af¬ 
filiated  hospitals  can  be  drawn  into  the 
f  teaching  program  here  by  having 
physicians  from  those  hospitals  come 
to  RPSL  to  discuss  physical  diagnosis, 
p  Network  physicians  were  invited  to  a 
demonstration  of  the  TA  system  in  Oc- 
^  tober.  Similar  sessions  utilizing  the 
new  system  will  be  held  every  three 
weeks  to  allow  greater  participation  by 
network  physicians. 

The  Medical  Center  also  has  a 
<  portable  system  for  grand  rounds 
i  teaching.  The  portable  TA  system 
i .  consists  of  a  small  box-shaped  device 
z  called  an  auscultation  aid  and  seven 


”  stethophones.  Used  at  the  patient’s 
bedside,  a  recording  stethoscope  is 
placed  on  the  patient’s  chest  and  is 
hooked  up  to  the  auscultation  aid. 
This  device  transmits  the  heart  sounds 

®  to  a  minimum  of  six  stethophones  that 
can  be  connected  to  it. 

„  Dr.  Liebson  hopes  to  supplement 

-  the  system  with  other  devices,  as  one 
for  transmitting  impulses  on  the  chest 
that  would  aid  in  teaching  palpatations 
to  students.  Another  supplement 
available  to  the  system  is  a  closed  cir- 

^  cuit  television  mechanism,  in  which  a 
camera  captures  such  things  as  neck 
pulse  and  chest  impulses. 

Other  persons  at  RPSL  who  helped 

-  to  implement  the  sound  system  were: 
A.  Lenn  Block,  director.  Educational 
Media;  Lester  Wolf,  Educational 
Media;  Robert  M.  Kark,  M.D.,  senior 
attending  physician  and  professor  of 
Medicine;  Joseph  V.  Messer,  profes¬ 
sor  of  Medicine  and  director  of  the 

s  cardiology  section,  and  Ralph  Zitnik, 

^  M.D.,  associate  professor  of  Medicine. 
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Protecting  the  Children 
Against  Abuse, 

Neglect  i 

— - I 

Under  the  Illinois  Abused  Child  Act,  | 
physicians  and  hospital  personnel  are  j 
required  to  report  cases  of  suspected  i 
child  abuse  or  neglect  to  the  Illinois  | 
Department  of  Children  and  Family  ! 
Services.  (IDCFS). 

Recognizing  that  any  effective  ap- 1 
proach  to  dealing  with  child  abuse  | 
must  respond  to  three  aspects —  ; 
identification,  reporting,  and  extended 
assistance — a  group  of  professionals 
at  Rush-Presbyterian-St.  Luke’s  volun¬ 
tarily  formed  a  Child  Protection  Team  | 
in  1974.  Members  of  the  team  include  [ 
a  pediatrician,  a  pediatric  psychologist,  j 
a  pediatric  nurse,  and  a  social  worker,  i 

“The  primary  purpose  of  the  team  is  j 
to  improve  the  quality  of  care  of  chil-  i 
dren  and  families  reported  by  Presby- 
terian-St.  Luke’s  Hospital  for  sus¬ 
pected  child  abuse  or  neglect,”  says 
Donald  W.  Day,  M.D.,  the  pediatrician. 

To  accomplish  this,  the  team  has 
set  up  programs  to  educate  the  medi¬ 
cal  and  nursing  staffs  about  the  pro¬ 
cedures  for  identifying  and  reporting 
such  cases. 

“Last  year,  the  team  reported  about 
50  abuse  and  neglect  cases  and  it  will  j 
probably  double  that  this  year,”  Dr. 
Day  said.  Most  of  the  abuse  cases  are 
seen  in  the  pediatrics  emergency 
room  or  in  the  clinic,  with  a  nurse  or 
physician  usually  notifying  one  of  the 
team  members  about  suspected 
cases. 

Cases  are  reported  by  a  hospital 
administrator  or  by  the  attending 
physician  to  the  IDCFS  via  a  hotline. 
Written  case  reports  are  submitted  la¬ 
ter. 

The  Child  Protection  Team  follows 
up  on  all  cases  reported.  Team  mem¬ 
bers  try  to  work  with  the  child,  the 
family,  the  state  social  worker,  and  the 
legal  system  to  resolve  the  problem. 
Much  of  the  coordinating  work  is  done 
by  Marj  Kaplan,  A.C.S.W.,  in  the  So¬ 
cial  Service  Department. 

Outside  agencies  also  cooperate  in 
the  team  efforts,  among  them  The 
Child  Advocate  Association,  a  vol¬ 
untary  organization  of  lawyers  in 
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Chicago;  numerous  family  and  com-  B 
munity  agencies,  such  as  Catholic  ■ 
Charities;  and  Marillac  House,  a  social  t; 
agency  that  cooperates  in  reporting  f' 
cases  of  child  abuse.  Rush-Presbyte-  , 
rian-St.  Luke’s  provides  the  medical  H 
back-up. 

“The  goal  of  the  team  is  to  keep  the  ^ 
family  together  by  finding  some  means  g 
of  therapy  so  that  the  abuse  won’t  f- 
happen  again,”  said  pediatric  psychol-  p 
ogist  Christine  T.  Costello,  Ph.D.  p 

“Therapy  includes  making  such  y 
things  as  medical,  psychological,  and  :c 
social  services  available  to  the  indi-  p 
vidual  child  and  the  family,”  explained  L 
Robin  Callahan,  R.N.,  pediatric  nurse.  ^ 
The  Child  Protection  Team  is  “a  ! 
lunch-time  business,”  meeting  once  a  ; 
week  to  keep  abreast  of  the  cases.  ^ 
But  consulting  takes  place  any  time,  ^ 
day  or  night.  J 

In  addition  to  their  work  at  Rush-  :? 
Presbyterian-St.  Luke’s,  team  mem-  q 
bers  have  spoken  before  outside 
agencies  about  abuse  and  neglect.  Dr.  q 
Day  has  made  two  radiotapes  for  the  : * 
American  Medical  Association,  in  addi-  ^ 
tion  to  speaking  at  a  Chicago  police  m 
seminar  about  child  abuse,  and  Ms.  ^ 
Costello  conducted  a  half-day  seminar 
with  physicians  and  other  health  care  | 
personnel  on  the  resources  available  g 
in  the  Chicago  area  to  help  in  child  p 
abuse  cases. 

Cancer  Center  Funded  f 
Themrk  Goes  On  | 

Rush-Presbyterian-St.  Luke’s  Medical  y 
Center  has  established  a  multidiscipli- 
nary  Cancer  Center  with  a  three-year  ^ 
National  Cancer  Institute  grant  total-  | 
ling  approximately  $750,000.  | 

The  Cancer  Center  will  coordinate  | 
ongoing  cancer  research  and  treat-  I 
ment  programs,  a  multimillion-dollar  I 
effort  involving  several  departments.  I 
The  Center  will  also  expand  educa-  I 
tional  activities  to  affiliated  community  I 
hospitals  in  the  Rush  network  and 
other  hospitals  already  involved  in 
Medical  Center  cancer  programs. 
Medical  Center  and  network  hospital 
physicians  saw  over  4500  cancer  pa¬ 
tients  last  year. 

Initial  funding  of  $247,000  for  Rush 
Cancer  Center  is  being  spent  on  de¬ 


veloping  personnel  and  facilities,  and 
instituting  a  patient  data  collection  sys-  ' 
tern,  according  to  Frank  R.  Hen-  q 
drickson,  M.D.,  acting  director  of  the 
Cancer  Center.  Dr.  Hendrickson  is 
senior  attending  physician,  and  pro¬ 
fessor  and  chairman  of  Therapeutic 
Radiology.  | 

The  major  goals  of  the  Cancer  Cen¬ 
ter  are: 

•  To  expand  cancer  education  • 

and  training  programs  at  all  ■■ 
levels  of  study  in  cooperation 
with  affiliated  hospitals,  ; 

•  To  broaden  multi-disciplinary  ' 

cancer  research  activities  at  . 
both  basic  science  and  clinical  ^ 
levels,  ■ 

•  To  extend  treatment  programs 
and  innovations  to  community 
hospitals  in  the  network  as 
quickly  as  possible,  and 

•  To  support  new  cancer  re-  * 
search  projects. 

One-third  of  the  award  money  will 
go  to  expand  the  outreach  education 
programs  in  the  Medical  Center’s  10  J 
affiliated  network  hospitals.  Programs  ^ 
include  teaching  conferences,  resi-  t 
dency  training  programs,  and  tumor  ■ 
registry  boards.  | 

i 

Late  Speakers  - 

Get  Early  Care 

Jane  is  a  delightful,  lovable  two-year-  q 
old  baby.  She  is  curious  about  every-  q 
thing  and  loves  to  play  and  be  with 
people.  Only  her  speech  and  motor  » 
development  have  been  unusually 
slow. 

Jane  has  been  participating  in  a  1 
year-old  program  at  RPSLMC,  for  the  -- 
last  six  months,  called  the  “Parent-  ^ 
Infant  Speech  Stimulation  Program.”  It  J 
involves  both  child  and  parent(s)  and  |{ 
is  designed  to  maximize  a  child’s  men-  | 
tal  development  by  teaching  parents  f| 
how  to  provide  a  more  stimulating  'f- 
home  environment.  F 

The  idea  for  the  program  originated  | 
with  Mary  Bacon,  M.A.,  a  speech  ^ 
therapist  in  the  Section  of  Communi-  | 
cative  Disorders.  Ms.  Bacon  said  that  | 
research  over  the  past  decade  has  I 
shown  that  the  years  from  birth  to  age  I 
three  are  very  critical  to  a  child’s  de-  I 
velopment.  ® 

The  Magazine/Spring  1976 


“Unfortunately,  the  home,  and  often  f 
the  parents  have  been  regularly 
excluded  from  language  therapy  pro¬ 
grams  during  these  years,”  she  says. 

Currently,  there  are  about  12  chil¬ 
dren  in  the  program,  ranging  from 
one-and-a-half  to  three  years  of  age. 
“The  success  rate  has  been  good  . .  . 
a  lot  depends  on  the  mother,”  Ms. 
Bacon  said. 

To  qualify  for  the  program,  children 
must  be  not  more  than  three  years 
old.  Participants  include  mentally  re¬ 
tarded  children  or  children  with  men¬ 
tally  retarded  or  “borderline  normal  in¬ 
telligent”  parents;  children  from  an  en¬ 
vironment  of  poverty,  if  there  seems  a 
need  for  information  and  practice  in 
providing  more  effective  stimulation  for 
language  learning;  children  with  birth 
factors  known  to  correlate  with  later 
language  and  learning  problems  (for 
example.  Downs  Syndrome);  severely 
visually  handicapped  children;  and 
others  with  known  or  suspected  de¬ 
velopmental  delay. 

Many  of  the  children  in  the  program 
were  referred  by  RPSL’s  Pediatrics 
Department. 

Weekly  half-hour  sessions  are  held 
initially,  allowing  the  speech  therapist 
to  evaluate  the  mother  and  child  and 
to  develop  an  appropriate  program. 
Later,  these  are  extended  to  monthly 
sessions.  Although  the  speech  thera¬ 
pist  works  directly  with  the  mother  and 
child,  a  room  with  a  two-way  mirror  is 
often  utilized  during  a  portion  of  each 
session  to  allow  observation  of  mother 
and  child  interaction. 

“The  curriculum  is  adapted  to  the 
needs  of  each  child,”  Ms.  Bacon  said. 
One  session  might  deal  with  encour¬ 
agement  of  baby-gestures  and  as¬ 
sociated  words  to  accompany  games 
and  events.  As  the  child  progress¬ 
es,  the  therapist  will  introduce  other 
things,  such  as  imitation  games 
(pat-a-cake),  or  use  repetitive  words 
and  phrases  in  situations  likely  to  pro¬ 
duce  comprehension  and  later  ex¬ 
pression  of  meaningful  words. 

Children  in  the  language  stimulation  ' 
program  are  frequently  seen  by  the  ‘ 
Physical  Therapy  Department  under  ; 
the  guidance  of  Mary  Lizz  Etzel,  M.S.,  ^ 
Physical  Therapist,  who  monitors  the  | 
motor  development  of  the  children.  i 

(cont’d.) 
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“Our  early  physical  therapy  interven¬ 
tion  is  based  bn  the  assumption  that 
parents  can  and  want  to  provide  good 
care  for  their  children  with  motor  prob¬ 
lems,”  Ms.  Etzel  said. 

Early  intervention,  she  explained,  is 
important  because  brain  plasticity  is 
greatest  during  the  first  18  months  of 
life  and  therefore  the  highest  potential 
for  compensation  for  effects  of  motor 
problems  is  during  this  time  period. 

Parents  are  given  instructions  on 
home  management,  which  includes 
simple  activities  not  requiring  elabo¬ 


rate  toys  or  complex  directions.  Ms. 
Etzel  said,  “We  hope  that  our  sugges¬ 
tions  may  circumvent  the  problems  of 
sensory  deprivation  and  inadequate  in¬ 
tellectual  stimulation  often  seen  in 
children  with  significant  motor  prob¬ 
lems.” 

After  a  child  in  the  program  reaches 
age  three,  Ms.  Bacon  tries  to  place 
him/her  in  a  pre-school  setting  for  a 
broader  experience  and/or  continue 
language  therapy  as  needed.  In  the 
future,  Ms.  Bacon  hopes  to  assemble 
groups  of  mothers  to  give  them  ideas 
on  how  to  deal  with  a  child  whose  de¬ 
velopment  is  slow,  in  addition  to  see¬ 
ing  children  and  parent(s)  on  an  indi¬ 
vidual  basis. 


\^nous  Balloon, 

New  \)C^apon 
Against  Bloodclots 

A  new  technique  for  preventing  blood 
clots  from  traveling  to  the  lungs,  one 
of  the  most  common  causes  of  patient 
death  in  hospitals,  has  been  devel¬ 
oped  and  proven  successful  at 
RPSLMC  in  an  initial  study  of  50  pa¬ 
tients.  The  method,  which  uses  an 
unique  venous  balloon  device,  elimi¬ 
nates  trauma  of  surgery  and  general 
anesthesia  for  patients  already  seri¬ 
ously  ill. 

The  venous  balloon  procedure  was 
developed  by  James  A.  Hunter,  M.D., 
cardiovascular-thoracic  surgeon, 
Presbyterian-St.  Luke’s  Hospital,  and 
professor.  Rush  Medical  College.  Mr. 
Robert  Sessions,  an  electronic  engi¬ 
neer  and  consultant  to  the  cardiology 
section,  designed  the  device,  a 
balloon-bearing  catheter.  Jerry  Petas- 
nick,  M.D.,  diagnostic  radiologist  at  the 
hospital  and  associate  professor  at 
Rush  Medical  College,  has  provided 
the  essential  radiology  skills  for  proper 
placement  of  the  balloon. 

According  to  Dr.  Hunter,  pulmonary 
embolism  is  a  potentially  fatal  condi¬ 
tion  in  which  blood  clots  form  in  the 
legs  or  pelvic  area  and  travel  through 
the  major  vein  to  the  heart  and  lungs. 

In  traditional  treatment  of  this  con¬ 
dition,  the  patient  is  given  anti-clotting 


:  drugs.  When  the  drug  cannot  be 
safely  administered  or  blood  clots  j 
move  to  the  lungs  despite  it,  mechani-  I 
cal  obstruction  of  this  vein,  the  inferior  |- 
vena  cava,  is  necessary.  Unfortu-  | 
nately,  surgery  to  tie-off  the  vein  is  I 
associated  with  significant  mortality  ■ 
because  patients  needing  the  opera-  !| 
tion  often  cannot  tolerate  anesthesia  | 
and  the  impact  of  major  surgery.  i' 

“With  the  new  technique,  the  patient  j 
remains  awake.  The  balloon-tipped  i 
catheter  is  inserted,  under  local  anes-  ! 
thesia  into  the  jugular  vein  in  the  |: 
neck,”  Dr.  Hunter  explains.  j 

“Running  the  length  of  the  three-  | 

-  foot  catheter  is  a  needle  that  is  con-  I 
nected  to  a  syringe  to  ‘pump  up’  the 
balloon  at  the  catheter’s  opposite 
end,”  Dr.  Petasnick  says.  “The  outer 

.  catheter  allows  easy  insertion  of  the  i 
balloon  and  injection  of  a  contrast  fluid 
to  allow  visualization  via  x  rays. 

-  “Fluoroscopy  is  used  to  permit  TV 
screen  viewing  to  guide  balloon 
movement  through  the  vena  cava,  en¬ 
suring  proper  positioning  of  the  bal- 

^  loon  above  the  blood  clot,  blocking 
migration  of  the  clot.  As  the  balloon  is 
inflated,  it  conforms  to  an  oval  shape, 
fitting  snugly  within  the  walls  of  the 
vein,”  Dr.  Petasnick  said. 

Withdrawing  the  inflation  needle 
separates  the  balloon  from  the  cathe- 
ter.  Within  6  to  12  months,  the  balloon 
collapses,  with  scar  tissue  forming  to 

‘  hold  the  balloon  core  in  place.  The  < 


U 

S 


Balloon  tipped  catheter  is  first  inserted  into  the  patient's  jugular  vein. 

The  device  helps  the  physician  to  guide  the  balloon  to  the  site  in  the  vein  above  the  clot. 
Inset  shows  balloon  inflated. 
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i|  end  result  is  essentially  the  same  as  ^ 
the  traditional  surgery.  ; 

Drs.  Hunter  and  Petasnick  said  that 
the  balloon  technique  has  proved  safe  . 
even  in  their  special  group  of  very 
sick,  high  risk  patients.  They  stressed 
that  the  new  technique  has  an  impor-  , 
tant  advantage  over  the  older  meth¬ 
ods;  it  permits  simultaneous  use  of 
anti-clotting  drugs,  unlike  direct  sur- 
gery  on  the  vena  cava.  If  the  patient  :i 
can  tolerate  anti-clotting  drugs,  it  is 
desirable  to  continue  them  at  the  time 
of  surgery. 

The  physicians  report  that  long-term 
follow-up,  of  almost  six  years,  shows  “ 
no  migration  of  the  balloon.  Although 
some  of  the  very  ill  patients  have  died 
from  other  diseases,  no  patient  death 
was  related  to  the  balloon  technique  - 
or  to  recurrent  venous  emboli. 

The  study  appeared  in  the  Decern-  - 
her  8,  1975  issue  of  the  Journal  of  the 
American  Medical  Association. 

I  White  Cell 

I  Counting 

Made  Easy  and  Accurate 

The  world’s  first  computerized  system 
for  analysing  white  blood  cells  has 
^  been  developed  at  the  Medical  Center 
Hematology  Laboratory. 

Called  LARC  (leukocyte  automatic 
recognition  counter),  the  system  was 
designed  and  tested  here  over  the 
past  five  years  by  James  Bacus, 
Ph.D.,  assistant  professor  of  Biomedi¬ 
cal  Engineering,  in  conjunction  with 
the  Corning  Glass  Works.  Corning  is 
now  producing  and  marketing  the  in¬ 
strument  for  world-wide  distribution. 

;  Dr.  Bacus  described  LARC  as  “one 
;  of  the  first  medical  robots.  It  is  a  com-  - 
puter  with  television  eyes  that  looks  at 
cells  and  performs  a  complex  visual  _j 
inspection  task.”  j: 

Analysis  of  white  blood  cells  (leuko¬ 
cytes)  is  essential  for  determining  the  ^ 
j  general  state  of  a  patient’s  health  and  ^ 
!  is  a  major  factor  in  diagnosis.  “By  in-  ^ 
dicating  with  exceptional  accuracy  the  | 

(percentage  of  each  of  six  different  | 
categories  of  white  blood  cells  in  a  | 
sample,  LARC  can  greatly  simplify  | 
and  refine  the  diagnostic  process,”  Dr.  | 
Bacus  said.  “What’s  more,  it  can  do  I 
the  job  at  top  speed.  LARC  can  clas-  I 


sify  100  white  cells  in  one  minute  and 
can  perform  30  cell  differentials 
(analyses)  in  one  hour,  slightly  less 
than  a  trained  medical  technologist 
can  perform  by  conventional  methods 
in  the  course  of  one  day,”  according 
to  Dr.  Bacus. 

The  analyser  is  operated  by  a 
trained  technologist.  It  incorporates  a 
microscope,  a  computer,  and  a  televi¬ 
sion  console  that  show  greatly  mag¬ 
nified  pictures  of  the  cells.  The 
technologist  places  the  slide  under  the 
microscope  in  the  conventional  man¬ 
ner. 

The  analyser  is  programmed  to 
measure  the  features  of  cells  and  to 
make  a  decision  about  them  based 
on  programmed  probabilities.  The 
machine  scans  the  sample,  locating 
and  classifying  some  100  leukocyte 
cells  noting  the  shape,  relative  densi¬ 
ty,  and  size  of  the  nucleus.  A  digital 
image  is  produced  on  the  screen  and 
compared  to  the  master  images  of  the 
cell  types,  so  that  recognition  and 
classification  of  a  cell  type  can  be  car¬ 
ried  out. 

If  an  abnormal  cell  appears,  it  is 


categorized  and  can  be  automatically 
recalled  to  view  on  the  microscope 
and  console  screen  so  that  the 
technologist  can  re-examine  the  cells 
and  make  an  appropriate  comment  on 
the  report. 

Despite  its  efficiency,  LARC  is  not 
viewed  as  a  mechanism  for  reducing 
the  number  of  technologists.  Rather, 
“the  two  LARC  systems  at  the  Medi¬ 
cal  Center  are  considered  vital  tools 
for  increasing  efficiency  and  productiv¬ 
ity  and  for  freeing  skilled  technicians 
from  the  tedious  aspects  of  the  works  > 
so  that  they  can  concentrate  on  anal-  j 
ysis,”  Dr.  Bacus  said. 


LARC  is  tied  into  a  computer  in  the 
Laboratory  which  in  turn  is  tied  into 
the  hospital’s  central  computer,  so 
that  the  white  blood  cell  analysis  in¬ 
stantly  becomes  part  of  the  patient’s 
medical  record,  and  at  the  same  time, 
is  sent  back  to  the  clinic  that  ordered 
the  test. 

This  success  is  only  the  beginning 
for  Dr.  Bacus. 

He  is  currently  attempting  to  de¬ 
velop  similar  analysis  systems  for  red 
blood  cells  and  pap  smears. 

House  officers 
Sign 

Model  Contract 

The  great  majority  of  house  officers  at 
RPSLMC  have  signed  a  basic  contract 
worked  out  by  the  House  Staff  As¬ 
sociation  (HSA)  in  talks  with  the  Medi¬ 
cal  Center  Administration.  Ronald 
Quenzer,  M.D.,  president  of  the  As¬ 
sociation,  said  that  under  the  contract 
the  group  is  identified  as  “having  a  re¬ 
sponsibility  to  represent  views  of  its 
members  on  matters  concerning  the 


administration  of  house  staff 
agreements  and  other  matters  affect¬ 
ing  patient  care  and  graduate  medical 
education.  The  contract  does  not  des¬ 
ignate  the  association  as  the  sole  bar¬ 
gaining  agent,  as  defined  under  the 
National  Labor  Relations  Act,  and 
house  staff  members  have  the  option 
of  joining  the  association.”  Some 
house  officers  signed  an  earlier  con¬ 
tract.  William  F.  Hejna,  M.D.,  vice 
president  for  Medical  Affairs  and  dean 
of  Rush  Medical  College,  said  that  the 
basic  contract  “places  patient  care  as 
^  first  priority”  at  RPSL  and  “provides  a 
.  pattern  for  others  to  study.” (c 
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By  Andrew  Wilcox 


ESTATE 

PLANNING! 

CHARITASLE 

GIFT 

ANNUITIES 


Rush-Presbytehan-St.  Luke’s  Medical 
Center  has  traditionally  epitomized 
progress  in  research,  education,  and 
delivery  of  patient  care.  It  has  been 
able  to  do  so  because  friends  of  the 
institution  have  chosen  to  make  wise 
philanthropic  investments  here. 

Outright  giving  and  bequests  are 
certainly  the  most  direct  avenues  to  a 
meaningful  role  in  the  Medical  Center 
health  care  program,  but  there  are  var¬ 
ious  programs  that  accomplish  the 
philanthropic  desires  of  donors  while 
protecting  their  financial  futures.  One 
of  these  “deferred  giving”  oppor¬ 
tunities  is  the  Charitable  Gift  Annuity. 

The  Rush-Presbyterian-St.  Luke’s 
Gift  Annuity  Program  is  designed  for 
those  friends  of  the  institution  who 
wish  to  make  a  significant  lifetime  con¬ 
tribution,  but  desire  to  retain  the  in¬ 
come  benefits  that  their  assets  can 
produce.  This  is  how  the  program 
works: 

1 .  Donors  irrevocably  transfer  as¬ 
sets  to  the  Medical  Center  and 
can  specify  their  desires  for 
the  future  use  of  the  funds — 
perhaps  support  of  research 
programs,  scholarships  in  one 
of  the  three  Colleges  of  Rush 
University,  or  free  care. 

2.  In  return,  the  Medical  Center 
contracts  to  pay  an  annual  in¬ 
come  for  life  to  the  donor  and, 
if  desired,  to  a  second  bene¬ 
ficiary.  The  amount  of  the  an¬ 
nual  payment  is  determined  by 
the  number  of  income  recip¬ 
ients  and  their  ages. 


3.  The  donor  receives  a  signi¬ 
ficant  Federal  Income  Tax 
charitable  deduction. 

4.  A  large  portion  (usually  more 
than  half)  of  the  annual  pay¬ 
ment  is  tax-free. 

5.  If  an  annuity  is  funded  with 
appreciated  securities,  capital . 
gains  tax  implications  are  re¬ 
duced  considerably  when 
compared  to  the  tax  liability 
which  would  develop  if  the 
donor  should  sell  the  securi¬ 
ties. 

6.  The  annual  payments  are  a 
contractual  obligation  of 
Rush-Presbyterian-St.  Luke’s 
Medical  Center  and  are  guar¬ 
anteed  by  the  Medical  Cen¬ 
ter’s  assets. 

For  example:  Mr.  and  Mrs.  Donor 
(both  age  65)  have  irrevocably  trans¬ 
ferred  $10,000  to  Rush-Presbyterian- 
St.  Luke’s  Medical  Center  for  Gift  An¬ 
nuity.  In  return,  the  Medical  Center  will 
pay  them,  jointly  for  life  and  then  to 
the  survivor,  an  annual  sum  of  $510  in 
quarterly  installments. 

In  the  year  of  transfer,  Mr.  and  Mrs. 
Donor  can  claim  a  Federal  Income 
Tax  charitable  deduction  of  $3,444.  In 
addition,  $299  of  each  annual  pay¬ 
ment  is  tax-free,  leaving  only  $211 
taxable  as  ordinary  income. 

Upon  the  death  of  the  last  surviving 
beneficiary,  the  funds  that  they  have 
transferred  to  the  annuity  will  be  used 
to  create  a  research  fund  in  their 
names. 

Some  typical  annuity  rates  for  both 
one-life  and  two-life  gift  annuities  are; 


• 

• 

One  Life 

CONFIDENTIAL 

• 

• 

• 

Age 

Rate 

To:  Office  of  Estate  Planning 

From: 

• 

A 

60 

5.5% 

Rush-Presbyterian-St.  Luke’s 

w 

• 

62 

5.7% 

Medical  Center 

• 

• 

64 

5.9% 

1725  W.  Harrison  St.,  Room  924 

Street 

• 

• 

65 

6.0% 

Chicago,  Illinois  60612 

• 

66 

6.1% 

City 

State 

Zip  • 

68 

6.3% 

• 

70 

6.6% 

Please  provide  me  with  specific  details 

• 

• 

72 

6.9% 

which  would  apply  if  1  were  to  create  a 

• 

• 

74 

7.2% 

Rush  Gift  Annuity. 

• 

• 

76 

7.6% 

1st  Beneficiary/Donor 

2nd  Beneficiary 

• 

• 

78 

8.0% 

Date  of  Birth 

Date  of  Birth 

• 

80 

8.5% 

Male  Female 

Male 

Female 

• 

• 

82 

9.1% 

• 

A 

84 

9.7% 

• 

85 

10% 

••••••••• 
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An  Alum  Gets 
Reacquainted, 
35  Years  Later 


Two  Lives 


Age 

Rate 

60-65 

4.9% 

62-67 

5.1% 

64-69 

5.2% 

65-70 

5.3% 

66-71 

5.4% 

68-73 

5.6% 

70-75 

5.9% 

72-77 

6.1% 

74-79 

6.4% 

76-81 

6.8% 

78-83 

7.1% 

80-85 

7.4% 

82-87 

7.8% 

84-89 

8.3% 

85-90 

8.6% 

Additional  programs  such  as  gifts- 
I!  in-trust,  testamentary  annuities  and 
I  trusts,  outright  bequests,  and  gifts  of 
\t\  life  insurance  may  pertain  to  your 
:  situation.  We  would  be  pleased  to 
have  the  opportunity  to  discuss  any  of 
ij  these  options  with  you  and  your  ad- 
t'  visors. 

i'  If  you  desire  specific  information 
about  Charitable  Gift  Annuities,  fill  out 
l[  the  information  requested  on  the  form 
1  below  and  mail  it  to  our  office.  In  turn, 

:  we  will  compute: 

'  1.  The  annuity  rate  pertinent  to 

I  your  case. 

2.  The  Federal  Income  Tax  char- 

I  itable  deducation. 

3.  The  portion  of  your  income 

’  which  would  be  tax-free. 

We  assure  you  of  complete  con- 
;  fidence  and  a  prompt  reply.® 


, 


As  a  1940  graduate  of  Rush,  I  would 
like  to  share  my  feelings  and  thoughts 
with  you  as  I  revisit  Chicago  and  our 
alma  mater.  Rush  Medical  College. 

The  city  has  changed,  with  a  new 
skyline  made  prominent  by  the  Sears, 
Standard  Oil,  and  John  Hancock  build¬ 
ings.  The  Congress  Expressway  has 
erased  many  of  the  old  landmarks,  in¬ 
cluding  the  YMCA  building  and  the 
Presbyterian  Nursing  Home.  Cook 
County  Hospital  and  the  old  restaur¬ 
ant,  “The  Greek’s”  still  stand,  both 
showing  the  ravages  of  time. 

As  I  stood  on  the  corner  of  Harrison 
and  Wood,  the  part  of  Rush  that  re¬ 
mained  unchanged  in  my  memory  is 
the  old  Rawson  Laboratory  building 
mellowed  with  age  but  bursting  with 
history.  Alongside  it  stands  the  Senn 
Memorial  Building  but  from  this  point 
on  toward  the  Loop,  the  Rush  we 
knew  ends  and  the  Rush  of  today  be¬ 
gins.  A  modern  structure,  still  under 
construction,  arches  over  Harrison 
Street  to  the  Presbyterian-St.  Luke’s 
Hospital  complex.  Most  of  this  building 
is  devoted  to  medical  classrooms  and 


basic  science  laboratories.  Directly 
across  the  street  are  two  multiple¬ 
storied  structures — one  for  student  ac¬ 
tivities  and  classrooms  and  the  other 
the  Professional  Building,  which  cur¬ 
rently  houses  some  administrative 
offices  as  well  as  offices  for  the  clini¬ 
cal  staff.  Everywhere  is  growth  and 
movement. 

There  is  a  strange  feeling  in  return¬ 
ing  to  a  place  that  remains  so  much  a 
part  of  our  early  medical  experience, 
only  to  find  so  little  with  which  we  can 
readily  identify.  But  life  is  ever  chang¬ 
ing:  if  it  were  not,  it  certainly  would  be, 
at  best,  monotonous. 

Yet,  as  I  roam  through  more  class¬ 
rooms  and  laboratories,  I  cannot  help 
but  feel  proud  to  be  part  of  the  Rush 
of  today.  If  any  of  you  should  be  in  the 
Chicago  area,  you  would  find  it  a 
memorable  experience  to  visit  your 
alma  mater.  To  see  what  has  grown 
from  the  Rush  of  our  time  certainly 
leaves  me  with  a  real  sense  of  per¬ 
sonal  pride. 

Wayne  Won  Wong,  ’40 
Honolulu,  Hawaii 
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Classnotes  ’05-’19 


ALUMMI 

MEWS 


Morris  Fishbein  ’12,  (Chicago,  Illinois)  was  saluted  for  his  contributions  ^ 
medicine,  education,  and  State  of  Israel  Bonds  at  a  testimonial  dinner  sponsor*^ 
by  Jackson  Park  Hospital.  Dr.  Fishbein  is  Emeritus  Professor  of  Medicine 
Rush  and  at  the  University  of  Illinois  College  of  Medicine. 

Louis  W.  Sauer  ’13,  (Coral  Gables,  Florida)  was  guest  of  Honor  at  a  90th  birt  ' 
day  party  in  August,  held  on  Chicago’s  North  Shore  where  he  spent  well  over  r  | 
years  as  pediatrician  to  many  thousands  of  children.  Dr.  Sauer  is  renowned  1  t 
his  development  of  the  whooping  cough  vaccine  and  his  contribution  to  the  nc 
familiar  DPT  shots  for  tetanus,  diphtheria,  and  pertussis. 

f  • 

William  S.  Jones  ’15,  (Menominee,  Michigan)  was  named  recipient  of  the  Ce. ; 
tificate  of  Commendation,  the  highest  award  offered  by  the  Michigan  State  Met , 
cal  Society.  Dr.  Jones  served  his  internship  at  Presbyterian  Hospital,  prior  j,  i 
continuing  his  studies  in  otolaryngology  and  opthalmology  at  the  University  r 
Pennsylvania,  the  Knapp  Clinic  in  New  York,  and  the  University  of  Vienna. 

Johanna  Neumann  ’19,  (Chicago,  Illinois)  recently  received  honorary  mer, 
bership  on  the  staff  of  Wyler  Children’s  Hospital,  the  University  of  Chicago,  aijj 
in  the  Department  of  Pediatrics.  Dr.  Heumann,  who  is  80,  has  practiced  pedt; 
tries  and  lived  in  Chicago’s  Hyde  Park  since  1926.  i 


Classnotes  ’23-’27 

Vernon  J.  Hittner  ’23,  (Seymour,  Wisconsin)  was  recently  named  1975’s  Oi 
standing  Citizen  of  Seymour,  Wisconsin.  After  receiving  his  medical  degree  frc| . 
Rush  in  1923,  he  founded  the  Hittner  Clinic  in  Seymour,  where  he  has  been[ 
active  practice  for  52  years.  : 

Helge  M.  Janson  ’24,  (Homewood,  Illinois)  was  honored  for  50  years  of  servi- 
to  Ingalls  Memorial  Hospital.  Dr.  Janson  served  as  the  Hospital’s  president  fre^^ 
1936-37,  and  from  1945-46.  A  portrait  of  Dr.  Janson  will  be  hung  in  the  Inga 
Medical  Library.  f 

Jessie  M.  Bierman  ’27,  (Lakeside,  Montana  and  Koloa,  Hawaii)  writes,  “aff 
becoming  Professor  Emeritus  of  the  University  of  California  at  Berkeley  in  196| 
and  Visiting  Professor  at  University  of  North  Carolina  at  Chapel  Hill  during  19] 
and  ’71 ,  I  have  advanced  to  the  highest  rank  of  all — retirement — after  a  loviii 
and  very  happy  career  in  pediatrics,  public  health,  and  teaching  and  researchf^' 
spend  winters  in  Hawaii  and  summers  in  Montana.”  Dr.  Bierman  recently  po¬ 
lished  “Impact  of  Major  Health  Problems  on  the  Development  of  Children”  | 
Society,  Stress  and  Disease.  Oxford  University  Press,  London,  1975.  > 


In 

Memoriam 


( assnotes  ’32-’37 

I  thanial  Reich  ’32,  (New  York,  New  York)  was  recently  featured  in  the  Kings- 
l;)ok  Progress  Reporter  of  the  Kingsbrook  Jewish  Medical  Center  in  Brooklyn, 

I  w  York.  A  Consultant  in  Cardiology  at  that  institution  for  30  years.  Dr.  Reich’s 
I  my  accomplishments  are  listed  in  “Who’s  Who  in  America,”  and  “Who’s  Who 
'i'jthe  World.”  Dr.  Reich’s  avocation  is  surrealistic  painting  which  has  been  the 
iOject  of  ten,  one-man  shows  around  the  country  and  at  the  Museum  of 
[idem  Art  in  Paris.  Four  American  museums  count  his  paintings  among  their 
I  'manent  collections. 

I  te  H.  Kohn  ’35,  (Chicago,  Illinois)  has  been  named  chairman  of  the  depart- 
Ymt  of  rehabilitation  medicine  at  Medical  Reese  Medical  Center.  She  is  the  first, 
f-time,  woman  chairman  of  a  medical  department  at  the  hospital.  Dr.  Kohn  was 
1  merly  medical  director  of  Schwab  Rehabilitation  Hospital. 

I  R.  Cortesi  ’37,  (Villa  Park,  Illinois)  was  presented  with  a  certificate  of  Ap- 
1  jciation  for  20  years  of  service  to  the  Villa  Park  Fire  Department.  The  plaque 
\  s  presented  to  Dr.  Cortesi  for  his  “outstanding  contribution  of  time  and  knowl- 
(ge  to  the  fire  Department  Emergency  Medical  Program.”  Dr.  Cortesi  is  im- 
lidiate  past  president  of  the  medical  staff  of  Memorial  Hospital  of  DuPage 
(  unty,  Elmhurst. 

.’mes  D.  Stratton  ’37,  (Charlotte,  North  Carolina)  reports  that  he  has  just 
t’shed  his  term  as  President  of  the  Mechlenburg  County  Medical  Society  in 
I'rth  Carolina.  Dr.  Stratton  practices  ophthalmology  in  Charlotte,  North  Carolina. 


h'assnotes  ’73-’75 

'  I 

harles  Hollander  ’74,  (Chicago,  Illinois)  and  Mark  Lurie  ’73  (Los  Angeles, 
'(lifornia)  are  contributors  to  the  recently  published  “The  Use  of  Non-Invasive 
ijithods  in  the  Evaluation  of  L.V.  Performance  in  Coronary  Artery  Disease”.  The 
ijicle  appeared  in  the  American  Heart  Journal,  August,  1 975. 

J 

Fi:hard  E.  Melcher  ’75,  (Chicago,  Illinois),  a  resident  in  Family  Practice  at  West 
{ Durban  Hospital  in  Oak  Park,  Illinois  was  guest  speaker  at  the  hospital’s  Med- 
t|.|j  Explorers  group  in  October.  Dr.  Melcher  spoke  on  the  role  of  West  Subur- 
I:  I’s  Family  Practice  Center  in  preparing  young  students  for  medical  careers. 


ie  commencement  ceremonies 
Rush  University  will  be  con- 
•jDted  at  Orchestra  Hall  on  June 
1  1976  at  2:00  p.m.  Graduates 
am  Rush  Medical  College,  the 
yllege  of  Nursing,  and  the  College 
I  Health  Sciences  will  receive  de- 
I  es  at  this  occasion.  On  June  1 1 , 
^6,  The  Alumni  of  Rush  Medical 
liege  will  welcome  the  new  med- 
I  graduates  to  membership  at  a 
iquet  scheduled  for  6:00  p.m.  at 
Drake  Hotel. 
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Louis  Clayton  Allard  ’42 
Ernest  R.  Anderson  '25 
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Bertha  M.  Shafer  '17 
Mary  V.  Sawyer  Sheppard  ’31 
Leonard  Richard  Sillman  ’37 
Frederick  W.  Slobe  '17 
Otto  E.  Strohmeier  '37 
Nicholas  Linn  Tartar  ’21 
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Pake  Harold  Woodward  ’29 
Bertrand  O.  Wood  '24 
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David  J.  Zubatsky  ’34 
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SOMETHING  OLD  AMONG  THE  NEW^ 


When  all  the  steel  and  concrete  and 
glass  of  the  new  academic  facility  are 
in  place,  a  simple  red  brick  will  hold  a 
place  of  honor  in  it. 

The  brick  is  older  than  the  United 
States;  it  was 'once  part  of  the  home 
of  Benjamin  Rush,  M.D.,  father  of 
American  psychiatry,  who  two  hundred 
years  ago  was  serving  as  a  member 
of  the  Continental  Congress  and  help¬ 
ing  to  draft  the  Declaration  of  Inde¬ 
pendence,  which  he  signed  the  follow¬ 
ing  year. 

The  brick  was  presented  to  Rush 
University  October  21,  1975  by  Jack 
Weinberg,  M.D.,  professor  and  senior 
attending  physician  in  Psychiatry,  on 
behalf  of  the  American  Psychiatric  As¬ 
sociation  (APA),  of  which  he  is  treas¬ 
urer. 

William  F.  Hejna,  M.D.,  dean  of 
Rush  Medical  College  and  vice  presi¬ 
dent  for  Medical  Affairs,  accepted  the 
gift  in  ceremonies  at  a  special  meeting 
of  the  Antiquities  Committee. 

In  making  the  presentation.  Dr. 
Weinberg  explained  how  the  gift  was 
obtained  three  years  ago.  William  F. 
Kona,  M.A.,  chairman  of  the  An¬ 
tiquities  Committee  and  director  of  the 
Rush  University  Library,  began  a 
campaign  to  secure  Benjamin  Rush 
memorabilia.  Patrick  Ebenheoh,  M.D., 
Psychiatry,  suggested  that  Dr.  Wein¬ 


berg,  as  an  APA  officer,  might  help. 
The  APA  is  raising  funds  to  restore 
the  Benjamin  Rush  home,  demolished 
through  an  error  in  1969  after  stand¬ 
ing  for  280  years.  It  chanced  that  the 
then-President  of  the  APA,  Daniel 
Blain,  M.D.,  a  Philadelphian,  had  driv¬ 
en  by  the  site  when  the  wrecking  crew 
was  at  work,  rescued  the  materials, 
and  had  them  stored  on  the  grounds 
of  the  Philadelphia  State  Hospital.  The 
APA  then  began  to  raise  funds  for  re¬ 
construction.  Dr.  Weinberg  obtained 
the  brick,  which  was  certified  by  Dr. 


Blain,  now  assistant  superintendent  of  : 
the  Philadelphia  State  Hospital,  as  j 
being  part  of  the  original  construction  ; 
of  Dr.  Rush’s  home. 

In  accepting  the  gift.  Dr.  Hejna  ‘ 
pointed  out  how  much  of  what  Benja¬ 
min  Rush  wrote  has  contemporary  ■ 
application,  and  thanked  Dr.  Weinberg 
on  behalf  of  the  Medical  Center. 

The  brick  is  now  in  the  Library,  and  ■ 
will  be  on  permanent  exhibit  when  the  i 
Library  moves  to  the  new  academic  J 
facility  this  year.  ! 


The  birthplace  of  Benjamin  Rush  in  Philadelphia  will  be  restored  in  time  for  the  U.S. 
bicentennial  celebration .  The  home  was  accidentally  demolished  in  1969 
after  standing  for  nearly  280  years. 


A  $38  million  building  program,  largest  in  Medical  Center  history,  will  culminate  during  this 
Bicentennial  year.  The  first  new  building  for  Rush  University,  the  academic  facility,  will  be  ready 
for  classes  in  late  summer  and  will  house  educational  and  research  activities  for  all  colleges  of 
the  university.  Rising  just  o  the  south  of  the  academic  facility  is  the  Johnston  R.  Bowman 
Health  Center  for  the  Elderly,  scheduled  to  open  in  the  fall.  A  new  parking  structure  also  is 
nearing  completion  on  the  West  Side  campus  of  the  Medical  Center. 
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Dancer.  One  dread  name  for  300 
diseases.  All  different,  yet  all  in 
5ome  ways  the  same.  All  character- 
zed  by  a  tumor  or  growth  that 
|5tarts  in  one  part  of  the  body  and 
gradually  spreads  until  it  is  stopped 
5r  it  kills.  The  tumor  is  not  a  foreign 
substance  that  invades  the  body, 
out  an  integral  part  of  the  body  that 
nas  gone  astray. 

There  is  no  one  factor  that  makes 
normal  cells  go  astray  and  become 
oancerous.  We  know  that  the  en- 
/ironment  plays  a  strong  role  in 
Tiggering  some  cancers.  We  know 
:hat  cigarette  smoking  is  linked  to 
ung  cancer,  yet  many  smokers 
don’t  get  lung  cancer,  and  some 
non-smokers  do.  We  know  that 
overexposure  to  sunlight  is  associ¬ 
ated  with  skin  cancers  and  that 
j;here  are  dietary  factors  associated 
■A/ith  colon  and  stomach  cancers. 
We  know  that  women  with  certain 
bharacteristics  are  at  risk  for  breast 
cancer.  We  know  that  certain  risk 
^actors  are  associated  with  testicu¬ 
lar  cancer,  bladder  cancer,  and  cer¬ 
vical  cancer.  But  for  every  theory 
jthat  explains  how  a  cancer  is 
caused,  there  are  countless  excep- 
jiions. 

I  Sometimes  cancer  can  be  stop- 
'ped  by  surgery,  or  radiation,  or  po¬ 
tent  drugs,  or  a  combination  of 
some  or  all  of  these  treatments. 
However,  if  even  a  few  tumor  cells 
elude  treatment,  they  will  form  new 
tumors.  This  is  metastasis,  or 
spread,  the  most  fearful  aspect  of 
pancer.  Even  when  the  growth 
iseems  to  have  been  stopped  suc- 
joessfully  for  many  years,  a  new 
Igrowth  that  has  been  forming  slow- 

|j!y  from  the  cells  that  escaped  may 
appear  in  another  part  of  the  body, 
llhe  earlier  in  its  development  a  can- 
Jcer  is  caught,  the  smaller  it  will  be, 
and  the  less  chance  there  will  be  for 
some  cells  to  elude  treatment. 
Once  the  cancer  cells  have  spread 
from  one  part  of  the  body  through 


Cancer: 

Until  the  last  few  decades, 
a  diagnosis  of  cancer  was  a 
sentence  to  a  quick  death. 
With  each  passing  year, 
however,  new  surgical 
and  radiotherapeutic 
techniques,  powerful  new 
drugs,  and  new  uses  for 
familiar  drugs  have 
greatly  improved  the  life 
expectancy  of  the  cancer 
victim. 

At  Rush-Presbyterian- 
St.  Luke’s  Medical  Center,  one 
of  the  nation’s  foremost  cancer 
treatment  and  research  centers, 
more  than  a  dozen 
departments  are  working 
cooperatively  to 
develop  new  approaches  to 
combat  cancer. 
Announcement  of  a  $2  million 
pledge  by  the 

Woman’s  Board  to  establish 
a  Cancer  T reatment  Center 
makes  timely  this 
survey,  written  for  laymen 
and  professionals  alike, 
of  the  Medical  Center’s 
multi-disciplinary  efforts  in 
the  cancer  field. 

By  Helen  Frank  Bensimon 
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the  blood  and  lymphatic  systems  to 
another  part,  it  is  most  difficuit  to 
arrest  the  disease. 

Cancers  usually  are  classified  by 
the  organ  in  which  they  originate 
and  by  the  kind  of  cell  that  is  in¬ 
volved.  Different  cancers  have  dif¬ 
ferent  causes  and  are  treated  differ¬ 
ently.  Roughly  half  of  all  cancer 
deaths  are  caused  by  cancers  of 
three  organs;  the  lung,  the  large  in¬ 
testine,  and  the  breast. 

Until  the  last  few  decades,  a  di¬ 
agnosis  of  cancer  was  a  sentence  to 
a  quick  death.  With  each  passing 
year,  however,  new  surgical  and  ra¬ 
diotherapeutic  techniques,  power¬ 
ful  new  drugs,  and  new  uses  for 
familiar  drugs  have  greatly  im¬ 
proved  the  life  expectancy  of  the 
cancer  victim.  There  is  no  single 
cure  for  cancer.  Success  of  therapy 
is  measured  in  years  of  disease-free 
survival.  Hodgkin’s  disease,  a  lym¬ 
phatic  cancer,  used  to  have  an  85 
percent  death  rate.  Today  it  has  an 
85  percent  five-year  survival  rate,  if 
caught  early.  Malignant  melanoma, 
a  skin  cancer  that  used  to  be  called 
the  “black  death,”  had  a  20  percent 
survival  rate  15  years  ago.  Today,  if 
caught  early  and  treated  aggres¬ 
sively,  the  survival  rate  for  five 
years  is  80  percent.  Dramatic,  long¬ 
term  remissions  are  being  achieved 
in  childhood  leukemias  with  new, 
more  aggressive  therapy. 

But  lowering  the  death  rate  is  not 
enough.  There  is  also  a  growing 
emphasis  on  assuring  that  the  qual¬ 
ity  of  the  life  that  is  saved  is  not 
hopelessly  impaired. 

“Longevity  without  comfort  is  not 
an  acceptable  end  point,”  says 
Frederic  A.  dePeyster,  M.D.,  Pro¬ 
fessor  of  Surgery  at  Rush-Presby- 
terian-St.  Luke’s  Medical  Center, 
who  specializes  in  treating  colon 
and  rectal  cancer. 

Yet  patients  must  contend  not 
only  with  the  discomforts  of  the  di¬ 
sease  process  but  with  many  more 
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In  surgery 


discomforts  that  are  caused  by  the 
treatments  to  arrest  this  process. 
Surgery  may  leave  the  patient  \with- 
out  a  vital  organ,  such  as  the  colon 
or  the  bladder,  forcing  radical 
changes  in  lifestyle.  Radiation  ther¬ 
apy  may  damage  healthy  tissue  as 
it  kills  cancerous  tissue.  Chemo¬ 
therapy,  the  administration  of  po¬ 
tent  anti-cancer  drugs,  brings  un¬ 
pleasant  side-effects,  such  as  se¬ 
vere  nausea,  weakness,  and  loss  of 
hair. 

“For  patients  in  therapy,  every 
day  is  different,”  says  Myra  Levine, 
S.B.,  M.S.N.,  Associate  Professor 
of  Nursing  at  Rush  University,  who 
directs  the  only  graduate  training 
program  in  Illinois  for  nurses 
specializing  in  cancer  care. 

“The  issue  is  not  what  is  it  like 
to  live  with  cancer,  but  what  is  ev¬ 
ery  24  hours  of  every  patient’s  life 
going  to  be  like.  Cancer  patients 
want  the  same  thing  that  any  other 
patient  wants.  They  want  to  be  the 
way  they  were  before  they  got  sick. 
They  want  to  be  autonomous.  They 
don’t  want  to  be  heroes,  or  hero¬ 
ines,  or  invalids.  We  have  to  deal 
with  the  problems  of  their  daily  liv¬ 
ing.” 

For  the  health  professional  who 
specializes  in  treating  cancer,  there 
is  also  a  serious  emotional  wrench. 
He  or  she  sees  a  patient  frequently 
over  weeks,  months,  or  even  years. 
An  unusually  close  relationship  is 
forged  as  they  fight  together  to  save 
the  patient’s  life.  And  then  the  pa¬ 
tient  dies. 

“You  have  to  come  to  grips  with 
death  before  you  become  an  oncol¬ 
ogist,”  says  Robert  E.  Slayton, 
M.D.,  Professor  of  Medicine,  who 
is  a  medical  oncologist,  a  specialist 
in  drug  therapy  for  cancer  care. 

“The  hardest  part  is  recognizing 
when  there’s  nothing  more  you  can 
do  for  the  patient.  Too  often,  dying 
patients  are  kept  alive  by  blood 
transfusions,  antibiotics,  and  intra¬ 

4 


venous  fluids  by  well-meaning  but 
misguided  physicians  who,  in  pro¬ 
longing  life,  are  simply  prolonging 
death.” 

Solomon  Adler,  M.D.,  Assistant 
Professor  of  Medicine,  who  special¬ 
izes  in  treating  patients  with  blood 
cancers,  says  he  tries  to  take  an 
optimistic  view.  “We  realize  that 
many  of  our  patients  may  die,  but 
many  will  live  for  a  long  time  or 
even  be  cured.  We  attempt  to  cure 
every  patient.  No  matter  how  poor 
the  prognosis,  we  make  every  rea¬ 
sonable  effort  to  cure  the  patient.” 

Medical,  scientific,  and  social 
support  systems  have  been  estab¬ 
lished  around  the  country  to  devel¬ 
op  new  treatments  for  cancer;  to 
achieve  a  better  understanding  of 
how  cancer  works,  in  the  hope  of 
curing  or  even  preventing  the  di¬ 
sease;  and  to  promote  the  physical 
and  emotional  rehabilitation  of  can¬ 
cer  victims.  As  one  of  the  foremost 
cancer  centers  in  the  Midwest  and 
in  the  nation,  Rush-Presbyterian- 
St.  Luke’s  Medical  Center  embodies 
a  sensitive  combination  of  these 
armamentaria  in  the  war  against 
cancer. 

The  Medical  Center  has  long 
been  associated  with  pioneering 
work  in  cancer  research  and  treat¬ 
ment.  Some  of  the  major  advances 
in  treatment  of  colon  cancer  were 
made  here  in  the  1930s.  One  of  the 
nation’s  first  tumor  clinics,  a  regu¬ 
lar  meeting  where  physicians  could 
discuss  their  cancer  cases  and  offer 
one  another  advice  on  treating  them 
was  established  at  the  Medical  Cen¬ 
ter  in  the  1940s.  The  Medical  Cen¬ 
ter  has  also  pioneered  in  systemic 
treatment  (whole  body  treatment 
using  drugs)  for  cancer. 

Until  the  1940s,  the  only  therapy 
for  cancer  was  surgical  excision  of 
the  tumor  and  some  limited  radia¬ 
tion  therapy.  With  the  development 
of  a  hormonal  treatment  for  cancer 
of  the  prostate  by  Nobelist  Charles 
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Huggins,  M.D.,  of  the  University  of 
Chicago,  a  new  era  of  drug  therapy 
for  cancer  began.  Today  surgery 
and  radiation  therapy  are  still  the 
most  common  treatments  for  can¬ 
cer,  but  they  are  increasingly  being 
supplemented  by  powerful  anti¬ 
cancer  drugs. 

In  the  1940s,  Samuel  G.  Taylor  III, 
M.D.,  a  young  endocrinologist  at 
Presbyterian  Hospital,  was  con¬ 
ducting  research  into  the  nature  of 
hormones.  Following  Dr.  Huggins’ 
lead,  he  began  treating  some  can¬ 
cer  patients  with  hormones  and  car¬ 
ried  out  some  of  the  nation’s  first 
studies  on  the  use  of  hormones  in 
treating  breast  cancer.  From  that 
time  on,  he  began  to  specialize  in 
the  treatment  of  cancer  patients. 
About  a  decade  later,  he  was  joined 
by  Charles  P.  Perlia,  M.D.,  a  Swiss-  ^ 
trained  physician  who  had  come  tot: 
study  with  him  on  a  one-year  fel-  ' 
lowship  in  Endocrinology.  Dr.  Tay¬ 
lor  assigned  him  to  his  cancer 
cases.  The  emotional  and  profes¬ 
sional  frustration  of  dealing  with  so 
many  hopelessly  ill  patients  was 
too  much  for  Dr.  Perlia.  At  the  end 
of  the  year  he  left  to  take  up  a  resi-| 
dency  in  internal  medicine.  But  or¬ 
dinary  medicine  held  no  challenge 
for  him  after  that  year  in  cancer 
care.  He  decided  to  go  back  and  , 
devote  his  career  to  cancer  treat-| 
ment  and  research. 

“Cancer  takes  in  the  whole  scope 
of  human  biology,  biochemistry, 
and  physiology,”  says  Dr.  Perlia. 
“There  is  no  greater  challenge.” 

Dr.  Perlia  became  Chairman  of 
Rush’s  Section  of  Medical  Oncolo¬ 
gy  in  the  Department  of  Medicine  in 
1971  when  Dr.  Taylor  retired,  and 
was  recently  named  the  Samuel 
Taylor  III  Professor  of  Medical  On¬ 
cology. 

In  1958,  Dr.  Taylor  and  Dr.  Perlia 
pioneered  in  the  use  of  adrenalec-  : 
tomy  (removal  of  the  adrenal  i 
glands,  which  secrete  hormones)  in  J 


“There  has  always  been  a 
close  relationship  here  among  the 
surgeon,  the  oncologist,  the  internist, 
and  the  therapeutic  radiologist.  ” 
—Samuel  G.  Taylor  III,  M.  D. 


.eft  to  right:  Charles  P.  Perlia,  M.D.,  Samuel  G.  Taylor  III 
’rofessor  of  Medical  Oncology;  Samuel  G.  Taylor  III,  Professor 
)f  Medicine  and  Acting  Director,  Illinois  Cancer  Council;  and 


Frank  R.  Hendrickson,  M.D.,  Professor  and  Chairman, 
Department  of  Therapeutic  Radiology  and  Acting  Director, 
Rush  Cancer  Center. 


he  treatment  of  breast  cancer, 
ivorking  in  collaboration  with  Dr. 
Huggins’  group  at  the  University  of 
'lihicago,  and  published  one  of  the 
irst  scientific  articles  on  the  sub¬ 
set.  Not  long  thereafter,  Presbyter- 
an-St.  Luke’s  Hospital  became  the 
irst  institution  in  the  Midwest  to 
istablish  a  Section  of  Medical  On¬ 
cology. 

“What’s  so  unusual  about  this  in- 
ititution,”  says  Dr.  Taylor,  “is  that 
system ic  treatment  of  cancer  was 
)egun  in  Medicine,  not  Surgery.  In 
nost  other  institutions,  depart- 
nents  of  medicine  disliked  cancer 
■0  much  that  they  just  made  diag- 
loses  and  dumped  the  problem  on 
ilhe  surgeon.  Here,  the  Department 
I'f  Medicine  has  been  intimately  as¬ 
sociated  with  cancer  care  from  the 
jieginning. 


“There  has  always  been  a  close 
relationship  here  between  the  sur¬ 
geon,  the  oncologist,  the  internist, 
and  the  therapeutic  radiologist,’’  he 
says.  “The  cancer  program  at  Rush 
was  one  of  the  first  places  where 
the  multidisciplinary  approach  to 
cancer  treatment  that  is  being 
stressed  now  was  developed.’’ 

In  1971,  the  passage  of  the  Na¬ 
tional  Cancer  Act  brought  about  a 
dramatic  change  in  the  focus  of 
cancer  research  and  treatment  in 
the  nation.  The  National  Cancer  In¬ 
stitute  was  re-structured  as  an  inde¬ 
pendent  entity  within  the  National 
Institutes  of  Health  in  the  Depart¬ 
ment  of  Health,  Education  and 
Welfare  to  oversee  the  “War  on  Can¬ 
cer.”  One  of  the  requirements  of  the 
new  law  was  that  the  Surgeon  Gen¬ 
eral  designate  15  comprehensive 


cancer  centers  within  the  United 
States.  The  announcement  set  off 
an  immediate  scramble  for  funds 
among  the  major  cancer  centers  in 
the  country.  Rush,  the  University  of 
Chicago,  and  Northwestern  Univer¬ 
sity  all  drafted  proposals  for  plan¬ 
ning  funds.  But  then  things  took  a 
different  twist. 

“At  the  time,”  recalls  Dr.  Taylor, 
“we  didn’t  really  know  what  a  com¬ 
prehensive  cancer  center  was.  We 
did  know  that  none  of  us  wanted  to 
do  the  whole  thing  alone.  Here  at 
Rush,  we  felt  that  the  project  would 
be  more  effective  if  we  all  got  to¬ 
gether.  So  we  set  up  informal  meet¬ 
ings  among  the  three  institutions, 
and  we  agreed  to  set  up  an  indepen¬ 
dent  central  organization  for  co¬ 
operative  efforts  in  research  and  pa¬ 
tient  care  on  a  statewide  basis.  The 


The  Magazine/ Winter  1976-77 


5 


Diagnosing  the  cancer 


Illinois  Cancer  Council  was  formed 
as  an  umbrella  organization.  It  is 
one  of  the  strongest  comprehensive 
cancer  centers  in  the  country,  draw¬ 
ing  on  the  resources  of  its  member 
institutions,  four  of  which  have 
been  designated  as  specialized  can¬ 
cer  centers.  The  cancer  programs  of 
the  other  medical  schools  in  the 
state  are  in  various  stages  of  devel¬ 
opment.” 

Meanwhile,  the  Rush  Cancer 
Center  was  established  as  a  kind  of 
administrative  catalyst  to  coordin¬ 
ate  the  Medical  Center’s  multi¬ 
million  dollar,  multidepartmental 
effort  in  cancer  treatment  and  re¬ 
search,  offering  administrative,  ed¬ 
ucational,  and  other  support  ser¬ 
vices.  One  of  the  Cancer  Center’s 
most  important  educational  efforts 
has  been  to  bring  the  latest  infor¬ 
mation  about  cancer  treatment  to 
the  physicians  in  the  10  community 
hospitals  around  the  city  and  the 
state  that  are  part  of  the  Rush  hos¬ 
pital  network. 

“We  don’t  try  to  bring  the  com¬ 
munity  to  the  Cancer  Center,”  says 
Frank  R.  Hendrickson,  M.D.,  Chair¬ 
man  of  the  Department  of  Thera¬ 
peutic  Radiology  and  Acting  Direc¬ 
tor  of  the  Center.  “We  bring  the 
Cancer  Center  to  the  community.” 

Senior  specialists  in  cancertreat- 
ment  from  Rush  visit  the  affiliated 
community  hospitals  each  week, 
seeing  some  patients,  teaching 
house  staff  and  other  physicians 
and  nurses,  and  involving  physi¬ 
cians  in  the  community  hospitals  in 
clinical  research  projects. 

“What  this  outreach  does  for  the 
patient  at  the  community  hospital 
level,”  says  Dr.  Hendrickson,  “is 
that  wherever  the  patient  contacts 
the  Rush  system  he  is  able  to  have 
the  benefit  of  the  most  advanced 
knowledge  about  his  disease.  The 
Cancer  Center  is  now  conducting  a 
study  to  evaluate  the  improvements 
in  patient  care  that  have  resulted 


from  this  intensive,  high-level  out¬ 
reach  effort.” 

“If  you  don’t  know  how  well 
you’re  doing,  you  don’t  know  how 
to  improve,”  says  Steven  G.  Econ- 
omou,  M.D.,  Professor  of  Surgery, 
who  coordinates  the  Cancer  Cen¬ 
ter’s  Tumor  Registry  program. 

The  Registry  contains  detailed  in¬ 
formation  on  each  case  of  cancer 
treated  at  the  Medical  Center  since 
1954,  including  detailed  follow-up 
information.  The  records  of  the 
Registry  indicate  the  primary  site, 
additional  involvement,  type  of 
treatment,  and  results  of  therapy 
for  the  more  than  20,000  patients 
whose  cases  have  been  recorded 
since  1954.  Some  6,500  cases  are 
followed  by  the  Registry  each  year, 
with  1 ,400  to  1 ,500  added  annually. 
The  Registry  is  organized  to  con¬ 
form  to  the  requirements  of  the 
American  College  of  Surgeons 
Commission  on  Cancer,  which  ac¬ 
credits  tumor  registries  around  the 
country.  One  of  the  many  criteria 
for  accreditation  is  an  annual  fol¬ 
low-up  of  at  least  90  percent  of  the 
patients  to  ascertain  the  status  of 
their  disease.  The  Registry  annually 
sends  out  questionnaires  to  physi¬ 
cians  and  patients  to  get  this  infor¬ 
mation.  The  questionnaire  packet 
also  contains  a  special  data  sheet 
to  evaluate  the  quality  of  the  pa¬ 
tient’s  life. 

The  object  of  gathering  and  com¬ 
puterizing  this  enormous  body  of 
material  is  to  establish  patterns  of 
appearance  of  cancer  and  patterns 
of  success  and  failure  of  treatment. 

Physician  education  is  an  impor¬ 
tant  benefit  of  the  Registry  and  an 
important  focus  of  the  Cancer  Cen¬ 
ter.  Dr.  Economou  and  some  of  his 
colleagues  are  evaluating  the  Rush 
Medical  College  curriculum  in  on¬ 
cology. 

“The  teaching  of  oncology 
should  start  in  the  earliest  years, 
rather  than  after  the  doctor  is  in 
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practice,”  he  says.  Each  week  there  i 
are  also  more  than  20  specialty  con- 1 
ferences  coordinated  by  the  Rush  i 
Cancer  Center,  covering  every  as- ; 
pect  of  cancer  treatment  and  open 
to  physicians  and  students  both  at 
the  Medical  Center  and  the  network! 
hospitals.  I 

Early  detection  of  cancer— before; 
it  has  had  a  chance  to  spread— is 
the  key  to  arresting  it.  However, 
since  many  cancers  have  virtually 
no  symptoms  until  they  are  very  far 
advanced,  early  detection  is  diffi¬ 
cult.  Rush  has  recently  received  a; 
grant  from  the  American  Cancer  So¬ 
ciety,  Illinois  Division,  to  establish 
a  health  evaluation  program  thatji 
will  offer  a  detection  program  fon 
cancer  and  other  diseases.  It  will  bei 
different  from  other  cancer  screen-i 
ing  programs  in  that  it  will  seek  toi 
identify  high-risk  patients  and  pro-! 
vide  additional  screening  and! 
health  counseling  forthem. 

The  ACS  has  also  granted  Rushi 
$120,000  over  a  three-year  period  tO' 
set  up  a  professorship  in  early  de-| 
tection,  to  enable  the  institution,! 
through  its  medical  college,  to  train 
future  physicians  in  this  area. 

Once  a  cancer  is  suspected,  a! 
sophisticated  diagnostic  effort  be-j 
gins.  Where  is  the  cancer?  A  pa-i 
tient’s  brain  tumor  actually  may  beN 
a  cancer  that  has  spread  from  the, 
lung  or  the  breast.  A  bone  cancen 
may  be  metastatic  from  other  or¬ 
gans.  Often  the  metastatic  tumor  is! 
found  first,  and  the  primary  tumori 
cannot  be  identified.  i 

“One  of  our  most  difficult  jobs  isj 
to  identify  the  primary  cancer,”: 
says  oncologist  Janet  Wplter,] 
M.D.,  Associate  Professor  of  Medi-i  < 
cine.  “You  can’t  treat  the  disease 
properly  unless  you  know  where  the 
primary  tumor  is.”  j 

Precise  diagnostic  tools  can  re-  • 
veal,  for  example,  that  a  tumor 
should  not  be  surgically  excised,  I 
but  should  be  treated  with  radiation  j 


J 


“Any  test. .  .may  be  90 percent 
accurate,  but  each  test  has  some  errors. 
The  more  tests  you  do,  the  more  accurate 

you  can  be.  ” 
—Richard  E.  Buenger,  M.D. 


therapy  or  chemotherapy.  The  more 
precisely  a  tumor  is  identified,  the 
more  effectively  the  surgeon  and 
therapeutic  radiologist  can  treat  the 
tumor,  with  the  least  possible  dam¬ 
age  to  the  surrounding  healthy  tis¬ 
sue. 

“Every  exam  we  do  in  the  Depart¬ 
ment  of  Diagnostic  Radiology  is  a 
potential  exam  for  cancer,”  says 
Richard  E.  Buenger,  M.D.,  Chair¬ 
man  of  the  Department.  “We  have  a 
special  test  for  any  tumor  that  can 
be  identified  by  x-ray.”  The  Depart¬ 
ment  is  divided  into  several  sec¬ 
tions,  each  speciaiizing  in  admini¬ 
stering  and  evaluating  diagnostic 
tests  for  specific  parts  of  the  body, 
to  provide  greater  precision  in  diag¬ 
nosis.  There  is  also  a  section  of 
pediatric  radiology,  and  sections 
specializing  in  two  new  techniques, 
ultrasound  and  computed  tomo¬ 
graphy. 

Ultrasound  is  a  form  of  mechani¬ 
cal  vibrational  energy  with  a  fre¬ 
quency  well  above  the  normal  audi¬ 
ble  limit  of  20,000  cycles  per  sec¬ 
ond.  The  high  velocity  sound  beam 
goes  through  the  body  and  gives  off 
echoes  that  are  translated  into  im¬ 
ages  and  can  indicate  the  presence 
of  a  tumor.  Computed  tomography 
is  a  new  imaging  system  that  pro¬ 
vides  cross-sectional  picture 
“slices”  at  different  levels  of  the 
body.  Rush  currently  has  two  EMI 
brain  scanners  and  one  total  body 
scanner,  representing  a  $1 .5  million 
investment  in  this  sophisticated 
diagnostic  capability. 

“Any  test  you  do  may  be  90  per¬ 
cent  perfect,”  says  Dr.  Buenger, 
“but  each  test  has  some  errors.  The 
more  tests  you  do,  the  more  accu¬ 
rate  you  can  be.  Accuracy  is  critical 
to  every  aspect  of  cancer  diagno¬ 
sis.” 


Victor  Mategrano,  M.D.,  explains  whole 
body  scan  to  patient. 


Rush  also  has  facilities  for  mam¬ 
mography,  the  controversial  radio- 
logic  exam  for  breast  cancer,  which 
is  able  to  detect  tumors  before  they 
are  palpable.  While  it  is  agreed  in 
the  medical  community  that  the 
very  early  stage  of  the  cancer  re¬ 
vealed  by  mammography  dramatic¬ 
ally  lowers  the  death  rate  from 
breast  cancer  in  women  over  the 
age  of  50,  there  is  currently  some 
controversy  that  the  amount  of  radi¬ 
ation  emitted  in  annual  mammo¬ 
grams  may  be  dangerous  to  women 
under  50. 

Franklin  S.  Alcorn,  M.D.,  Profes¬ 
sor  of  Radiology,  is  among  the 
growing  number  of  physicians 
whose  research  and  experience  has 
convinced  them  that  mammograms 
are  safe  and  that  the  advantages  of 
mass  screening  and  early  detection 
of  breast  cancer  far  outweigh  any 
possible  disadvantage.  He  and 
Laurens  V.  Ackerman,  M.D.,  Assis¬ 
tant  Professor  of  Biomedicai  Engi¬ 


neering,  are  attempting  to  compu¬ 
terize  mammography  screening.  Dr. 
Ackerman  has  developed  a  compu¬ 
ter  program  that  makes  it  possible 
to  divide  mammograms  instantly 
into  suspicious  and  nonsuspicious 
films,  thus  saving  about  90  percent 
of  the  radiologist’s  time  and  greatly 
increasing  the  number  of  women 
who  can  be  screened  by  this  meth¬ 
od.  He  is  now  testing  his  program 
in  a  retrospective  study  of  5,000 
mammograms. 

Sometimes  tumors  cause  a 
change  in  body  structure.  Other 
times  they  cause  a  change  in  func¬ 
tion.  While  structural  changes  can 
be  detected  through  diagnostic  ra¬ 
diologic  techniques,  functional 
changes  may  be  detected  through 
nuclear  medicine  techniques. 

The  patient  is  injected  with  ra¬ 
diopharmaceutical  agents  that  circ¬ 
ulate  in  the  blood  until  the  target 
organs  remove  them  from  the 
blood.  Different  radiopharmaceuti- 
Continued  on  page  12 
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Early  Wednesday  mornings, 
while  their  patients  are  having 
breakfast,  Janet  Wolter,  M.D.,  and 
her  colleagues  in  Rush-Presbyter- 
ian-St.  Luke’s  Section  of  Medical 
Oncology  (cancer  care)  meet  in  a 
small  conference  room  on  the 
eighth  floor  of  the  Professional 
Building  on  the  Medical  Center 
campus. 

The  details  under  discussion  vary 
with  each  meeting.  But  the  major 
questions  are  always  the  same: 

How  can  we  save  this  life? 

How  can  we  make  this  patient 
more  comfortable  if  this  life  cannot 
be  saved? 

In  the  course  of  a  week,  there  are 
more  than  20  such  cancer  confer¬ 
ences  at  the  Medical  Center. 

The  six  oncologists,  six  post¬ 
graduate  fellows,  and  two  nurses 
discuss  their  problem  cases.  There 
is  no  false  pride.  A  senior  oncolo¬ 
gist  presents  a  case  and  says  sim¬ 
ply,  “What  do  you  think  I  should 
do?” 

Most  of  the  cases  are  especially 
difficult  because  treatment  has  al¬ 
ready  been  attempted  elsewhere 
and  has  failed.  By  the  time  the  pa¬ 
tients  are  referred  to  Rush,  their 
cancer  may  have  metastasized,  or 
spread,  to  many  parts  of  the  body. 
Despite  this  bleak  situation,  every 
effort  is  made  to  try  to  arrest  the 
disease. 

“You  can’t  be  an  oncologist  un¬ 
less  you  are  a  born  optimist,”  says 
Dr.  Wolter. 

There  are  many  cases  to  be  dis¬ 
cussed  this  Wednesday  morning;  a 
30-year-old  man  with  metastasizing 
testicular  cancer;  two  breast  cancer 
patients,  one  of  whom  has  a  spread 
of  cancer  to  the  opposite  breast;  a 
lymphoma  patient  whose  enormous 
tumor  must  be  shrunk  by  radiation 
or  chemotherapy  before  the  extent 
of  the  disease  can  be  evaluated;  a 
patient  whose  ovarian  tumor  has 
been  removed,  but  who  is  on  renal 
dialysis  three  times  a  week,  making 


Janet  Wolter, 
M.D. 

Treating  the  cancer: 
You  have  to  be  a 
born  optimist 


Janet  Wolter,  M.D. 


it  difficult  to  administer  anti-cancer 
drugs.  Together,  the  oncologists 
decide  on  an  individualized  course 
of  treatment  for  each  of  the  pa¬ 
tients. 

The  meeting  over,  Janet  Wolter 
goes  back  to  her  small  office  and 
puts  on  a  white  lab  coat  sporting  a 
huge  “Cub  Power”  button  over  her 
fashionable  red  and  white  print 
dress.  There  is  already  a  large  pile 
of  telephone  messages  on  her  desk. 

“Part  of  what  an  oncologist  does 
is  answer  the  telephone,”  she  says 
with  a  grin.  “We  talk,  talk,  talk.” 

A  number  of  the  calls  are  from 
physicians  in  other  parts  of  Illinois 
who  seek  her  advice.  There  are 
many  calls  from  patients.  She  is 
generous  with  her  time  as  she 
speaks  to  them,  listening  to  their 


problems,  reassuring  them,  calm-* 
ing  their  fears.  * 

The  relationship  between  oncolo- 
gist  and  patient  is  an  unusually'^! 
close  one  because  they  see  each§! 
other  so  often.  But  it  is  also  a  very  ?! 
difficult  one  forthe  physician.  4 
“You  have  to  prepare  yourself! 
from  the  beginning  for  the  fact  that  1 
some  of  your  patients  are  going  tol'i 
die,”  says  Dr.  Wolter.  .  >■ 

“You  start  preparing  yourself^ 
from  the  moment  they  walk  into  thef- 
room.  But  you  do  develop  a  close© 
relationship  with  these  patients., fi 
You  invest  a  great  deal  of  yourself  I; 
in  the  relationship.  You  just  have  tof? 
keep  working  things  out  all  the} 
time.  I  sometimes  go  home  and  cry.  | 
It’s  a  normal  grief  reaction.  My  hus-.4^ 
band  understands.  ij 

“The  only  time  it’s  unmanageable|j 
is  when  you  lose  several  patients  atli 
a  time,  or  when  they  die  of  otherlj 
causes.  I  treated  one  patient  withli 
melanoma  for  four  years  and  final-ii 
ly,  after  all  that  time,  I  was  able  to|' 
give  him  a  clean  bill  of  health.  The'| 
next  day  he  was  killed  in  a  traffic|; 
accident.  That  was  very  difficult.! 
We  were  not  prepared.”  ;| 

It  is  9  a.m.  Dr.  Wolter  goes  to  j 
make  the  rounds  of  her  patients  in| 
Presbyterian-St.  Luke’s  Hospital.? 
She  is  accompanied  by  Gary  Stein-i 
ecker,  M.D.,  a  young  internist  in  the§t 
second  year  of  a  two-year  fellow-K 
ship  to  study  oncology;  Bonniel 
Morrin,  R.N.,  a  nurse  trained  in  thej 
Medical  Oncology  Section  in  the/ 
special  needs  of  cancer  patients;: 
and  a  Downstate  surgeon  who} 
makes  rounds  with  Dr.  Wolter  once: 
a  month  as  part  of  his  continuing: 
education  in  cancer  care.  Dr.  Stein-| 
ecker  says  he  has  learned  a  greatf 
deal  of  medicine  since  he  beganli 
working  Dr.  Wolter,  “But  I’ve^ 
learned  even  more  about  dealing^ 
with  people.”  J 

At  the  elevator  they  greet  a  cheer¬ 
ful,  robust  young  man  who  has  justl 
been  in  for  a  checkup.  Ten  years! 
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ago,  he  was  treated  for  Hodgkin’s 
disease,  a  lymphatic  cancer.  The 
disease  has  not  recurred.  He  is  as 
close  to  being  “cured”  as  a  cancer 
patient  can  get. 

At  the  hospital.  Dr.  Wolter  and 
her  associates  head  for  the  Depart¬ 
ment  of  Diagnostic  Radiology  on 
the  first  floor  to  study  her  patients’ 
latest  x-rays  before  going  on 
rounds.  She  finds  the  x-rays  of  a 
19-year-old  who  has  a  tumor  on  his 
spinal  cord.  It  is  not  clear  whether 
this  is  the  primary  tumor  or  whether 
there  is  a  tumor  elsewhere  that  has 
spread  to  the  spinal  cord. 

“Often  correct  diagnosis  is  the 
most  difficult  part.  If  we  always 
knew  what  people  had,  we’d  really 
be  ahead.  Sometimes  you  have  to 
take  a  flyer  on  the  probable  diagno¬ 
sis  and  treat  accordingly,”  she 
says. 

She  looks  at  some  x-rays  of  the 
boy  taken  the  previous  day.  At  first 
a  spot  near  the  kidney  was  believed 
to  be  the  primary  tumor,  a  kidney 
tumor.  Now  a  radiologist  explains 
that  the  spot  is  actually  a  rare  vein 
idefect.  They  are  back  at  square  one. 
iShe  orders  an  examination  with  the 
EMI  body  scanner,  an  imaging  ma- 
Ichine  that  provides  cross-sectional 
picture  “slices”  at  different  levels  of 
the  body.  This  offers  the  final  hope 
of  finding  out  where  the  primary 
tumor  may  be.  Dr.  Wolter,  Dr. 
Steinecker,  and  Mrs.  Morrin  go 
through  x-rays  of  the  other  pa¬ 
tients.  The  beeper  in  Dr.  Wolter’s 
right  pocket  buzzes  frequently  and 
she  stops  to  answer  calls  from  pa¬ 
tients. 

Finally  all  four  walk  up  to  the  sec¬ 
ond  floor.  An  intern  rushes  up  with 
news  that  visibly  shocks  them.  Su¬ 
san,  a  brilliant  young  scientist 
whose  neck  cancer  has  spread  to 
the  bone,  has  suddenly  become 
paralyzed.  Susan’s  emotional  state 
is  precarious  because  of  her  severe 
bone  pain  and  her  acute  conscious¬ 
ness  of  the  gravity  of  her  condition. 


Left  to  right:  Janet  Wolter,  M.D.,  Gary  Steinecker,  M.D.,  and  Bonnie  Morrin,  R.N 
prepare  to  make  rounds. 
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Bonnie  Morrin,  R.N.,  administers  chemotherapy  treatment. 


She  is  under  psychiatric  care.  Dr. 
Welter  immediately  orders  a  myelo¬ 
gram,  a  radiologic  diagnostic  test 
that  will  assess  whether  the  spinal 
cord  is  blocked  or  whether  Susan’s 
paralysis  is  the  result  of  hysteria.  A 
spinal  cord  block  is  a  medical  emer¬ 
gency  necessitating  immediate 
treatment  to  prevent  permanent 
damage.  Dr.  Wolter  stops  in  alone 
to  see  Susan  and  to  try  and  calm 
her.  She  is  distraught,  frightened, 
and  angry.  She  does  not  want  to  be 
calmed. 

They  move  on  to  see  the  young 
man  who  needs  the  body  scan.  He 
is  watching  a  rock  show  on  tele¬ 
vision  and  is  in  good  spirits.  When 
he  entered  the  hospital  he  could  not 
walk.  Now,  through  radiation  and 
chemotherapy,  the  tumor  has  been 
shrunk,  and  physical  therapists 
have  helped  him  learn  to  walk 
again.  He  feels  that  he  is  getting 
better,  and  he  wants  to  go  home. 
Dr.  Wolter  jokes  with  him,  tells  him 
that  he’ll  have  to  stay  just  one  more 
day  for  the  body  scan,  and  explains 
why  it  is  necessary. 

Before  going  up  to  the  next  floor, 
she  calls  to  see  if  Susan’s  myelo¬ 
gram  has  been  completed  yet. 

On  the  third  floor,  one  of  her  pa¬ 
tients  is  comatose  and  close  to 
death.  His  melanoma  has  metasta¬ 
sized  to  the  brain.  He  has  a  raging 
fever.  His  wife  and  daughter,  both  ■ 
distraught,  hover  around  his  bed.  I 
His  wife  is  swabbing  his  brow  with  fl 
ice  cubes  in  a  futile  attempt  to  bring  | 
down  the  fever.  Dr.  Wolter  speaks  | 
to  them  briefly,  trying  to  offer  some  | 
comfort.  I 

“It’s  always  hard  on  the  physician  y 
when  a  patient  dies,’’  she  says  I 
later.  “It  helps  to  be  able  to  comfort 
the  family.  But  when  I  know  I  have 
nothing  more  to  give  and  the  quality 
of  the  patient’s  life  has  deteriorated 
hopelessly,  then  I’m  relieved  when 
he  dies.’’ 

On  the  fifth  floor  they  visit  a 
breast  cancer  patient  whose  di- 
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sease  has  spread  to  the  pleural  ca¬ 
vity,  causing  fluid  to  gather  around 
the  lung.  She  is  frail  and  looks 
much  older  than  her  47  years.  Her 
.room  is  surrounded  by  photographs 
of  her  children  and  grandchildren. 

“I’m  not  concerned  about  can- 
■cer,”  she  tells  the  doctors  and 
'nurse.  “I’m  worried  about  my  fam- 
^ily.”  She  is  afraid  to  go  home  be¬ 
cause,  “as  soon  as  you  go  home 
you’re  a  mother.  You  start  doing  the 
^housework  and  washing  the  dish¬ 
es.”  Dr.  Wolter  promises  to  speak 
to  her  husband  and  explain  to  him 
ihis  wife’s  need  for  rest.  Mrs.  Morrin 
jpromises  to  arrange  for  a  house- 
'Keeper  for  the  family. 

There  are  a  few  more  patients  to 
visit,  and  then  everyone  goes  back 
jto  Diagnostic  Radiology.  Susan’s 
myelogram  has  been  completed.  A 
tumor  is  blocking  her  spinal  cord. 
Treatment  must  be  immediate.  Her 
poor  physical  and  emotional  condi- 
jtion  will  make  surgery  risky.  How¬ 
ever,  Dr.  Wolter  contacts  a  neuro¬ 
surgeon  and  asks  him  to  evaluate 
the  situation. 

There  is  a  quick  break  for  lunch, 
,and  at  12:15  p.m.  Dr.  Wolter  heads 
for  one  of  the  many  committee 
meetings  she  attends  as  a  faculty 
member  of  Rush  Medical  College. 
iThis  meeting  is  of  the  Committee 
,on  Evaluation  and  Promotion, 
where  standards  for  promoting 
Imedical  students  are  discussed  and 
{decisions  are  made  on  individual 
sases. 

Back  in  her  office,  telephone 
{messages  are  spread  out  on  her 
■desk,  in  addition  to  a  pile  of  charts 
jfor  the  patients  she  will  see  that 
lafternoon.  Several  of  the  telephone 
messages  are  from  Susan.  Another 
is  from  Susan’s  psychiatrist.  An- 
jOther  one  is  from  the  neurosur- 
■geon.  Dr.  Wolter  doesn’t  have  a 
Jchance  to  answer.  She  no  sooner 
I  sits  down  than  Susan  is  on  the  tele- 
Ijphone,  venting  her  anger  and  frus- 
Ijlration.  She  listens  patiently,  cau¬ 


tioning  her  about  the  risks  of  sur¬ 
gery,  and  lets  this  beautiful,  bril¬ 
liant,  talented  young  woman  vent 
her  desperate  rage  against  pain  and 
death. 

Dr.  Wolter  specialized  in  the 
treatment  of  poliomyelitis,  at  the 
Poliomyelitis  Respiratory  and  Re¬ 
habilitation  Center  at  the  University 
of  Illinois  until  the  development  of  a 
polio  vaccine  made  the  center  obso¬ 
lete.  She  came  to  Presbyterian-St. 
Luke’s  Hospital  in  1 958  to  work  with 
Samuel  G.  Taylor  III,  M.D.,  and 
Charles  P.  Perlia,  M.D.,  primarily  in 
the  field  of  breast  cancer,  and  was 
trained  in  the  emerging  field  of 
chemotherapy. 

“The  biggest  satisfaction  has 
been  in  knowing  that  you’re  doing 
something  very  few  others  can  do 
for  the  patient,”  she  says.  “New 
things  are  happening  all  the  time. 
There’s  nowhere  to  go  but  up.” 

This  Wednesday  afternoon.  Dr. 
Wolter  sees  outpatients  in  her  of¬ 
fice  in  the  Professional  Building. 
Bonnie  Morrin,  the  nurse,  monitors 
their  weight,  blood,  and  urine,  and 
gives  some  of  them  chemotherapy 
injections.  Outpatients  may  come 
weekly,  monthly,  or  every  few 
months,  depending  on  their  condi¬ 
tion. 

“All  our  patients  want  to  be  at 
home,  and  we  try  to  encourage  it  if 
it  can  possibiy  be  managed,”  says 
Mrs.  Morrin.  “We  get  them  nurses  if 
their  insurance  will  cover  it.  If  pa¬ 
tients  are  super  sick  on  the  day  they 
come  in,  we  call  to  see  how  they’re 
doing,”  she  says.  “If  they’re  really 
depressed,  I  call  them  frequently.  If 
they’re  home,  dying,  I  call  them  ev¬ 
ery  day.” 

All  the  patients  have  Dr.  Welter’s, 
Dr.  Steinecker’s,.and  Mrs.  Morrin’s 
home  telephone  numbers. 

Each  outpatient  appointment 
brings  with  it  the  same  gnawing  an¬ 
xiety.  Are  the  tests  all  right?  Has 
the  cancer  spread?  With  each  pa¬ 
tient  Dr.  Wolter  is  calm  and  relaxed. 


No  one  is  rushed,  despite  the  fact 
that  this  afternoon’s  patient  load  is 
heavy,  and  she  must  be  downtown 
by  4:30  p.m.  for  an  American  Can¬ 
cer  Society  meeting. 

One  patient  has  had  two  mastec¬ 
tomies  and  adrenal  glands  and  ova¬ 
ries  removed  to  stem  the  spread  of 
cancer.  Now  a  small  growth  has  ap¬ 
peared  on  her  back,  a  small  dark 
bump.  It  is  metastasis.  Dr.  Wolter 
will  try  a  new  combination  of  chem¬ 
otherapy. 

One  of  the  last  patients  this  after¬ 
noon  is  a  success  story.  He  is  an 
elderly  man  whose  facial  cancer 
was  successfully  treated  seven 
years  ago.  Three  weeks  ago  he  had 
come  in  with  a  huge  cancerous 
lump  growing  like  a  horn  on  one 
side  of  his  head.  Dr.  Wolter  knew 
this  was  metastatic  cancer  but  she 
was  unable  to  find  the  primary  site, 
although  tests  with  the  EMI  body 
scanner  suggested  the  pancreas. 
She  administered  chemotherapy 
and  prescribed  medication.  This 
Wednesday  afternoon  the  “horn”  is 
almost  gone. 

“This  is  fantastic,”  Dr.  Wolter 
shouts.  “This  is  our  reward.”  She 
calls  in  Dr.  Steinecker  and  severai 
other  colleagues  to  admire  the  im¬ 
provement. 

The  patient  is  beaming  with 
pleasure,  but  he  has  one  question. 

“Usually  I  drink  a  couple  of  beers 
a  day.  But  somebody  told  me  that 
with  the  therapy  I  can’t.” 

“Eat  up  a  storm  and  wash  it  down 
with  beer,”  says  Dr.  Wolter,  laugh¬ 
ing. 

She  begins  to  gather  up  her  pa¬ 
pers  for  the  Cancer  Society  meet¬ 
ing.  There  she  will  help  decide 
which  projects  should  receive  re¬ 
search  funds.  She  has  spent  the 
weekend  reading  the  proposals. 
She  makes  one  last  phone  call  to 
check  on  Susan. 

After  the  meeting.  Dr.  Wolter 
plans  to  spend  a  quiet  evening  at 
home.  Near  her  telephone. (1) 
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Pathology  study 


Continued  from  page  7 
cal  agents  are  taken  up  by  different 
organs,  making  it  possible  to  look 
at  a  variety  of  functions. 

“The  resolution  of  nuclear  scans 
(films)  is  terrible,”  says  Ernest  W. 
Fordham,  M.D.,  Chairman  of  the 
Department  of  Nuclear  Medicine. 
“But  what  we  are  looking  at  is  func¬ 
tion  ....  In  order  for  us  to  get  radio¬ 
active  materials  into  that  tumor,  the 
tumor  has  to  be  doing  something 
that  surrounding  tissue  is  not  do¬ 
ing,  namely  functionally  taking  up 
material. 

“For  example,  we  do  routine 
bone  scanning  of  breast  cancer  pa¬ 
tients.  We  can  pick  up  metastases 
to  the  bone  long  before  they  are 
painful  or  visible  on  x-rays  by  dem¬ 
onstrating  the  pick-up  of  radiophar¬ 
maceuticals  at  the  site  where  the 
bone  is  reacting  to  invading  tumor.” 

Once  the  site  of  tumor  is  identi¬ 
fied,  the  precise  biochemical  nature 
of  the  tumor  must  be  ascertained. 
With  solid  tumors,  this  usually 
means  surgical  removal  of  the  tu¬ 
mor  followed  by  on-the-spot  micro¬ 
scopic  analysis  as  well  as  both  bio¬ 


chemical  and  biophysical  studies. 

“We  are  trying  to  understand  why 
tumors  do  what  they  do,”  explains 
Victor  E.  Gould,  M.D.,  Professor  of 
Pathology.  “We  want  to  be  able  to 
classify  tumors  more  rationally  and 
understand  them  better.  Since 
other  areas  of  cancer  research  are 
advancing,  if  we  can  classify  more 
rationally,  we  can  treat  more  ration¬ 
ally  as  more  specific  anti-tumor 
agents  are  developed.” 

A  major  question  is  why  some 
tumors  that  appear  the  same  be¬ 
have  differently.  For  example,  the 
many  varieties  of  breast  cancer  are 
so  well-classified  that  a  pathologist 
can  easily  predict  which  patients 
will  do  better  than  others.  What 
causes  these  variations  is  un¬ 
known. 

To  learn  more  about  these  varia¬ 
tions,  Dr.  Gould  is  studying  the  ca¬ 
pability  of  cancer  cells  to  produce 
basal  lamina,  a  layer  of  extracellular 
material  that  separates  many  types 
of  cells  from  their  surrounding  tis¬ 
sue.  For  decades  it  was  assumed 
that  malignant  tumor  cells  were  in¬ 


capable  of  producing  basal  lamina. 
Dr.  Gould  was  one  of  the  first  scien-  : 
tists  to  discover  that  these  cells  not  | 
only  are  capable  of  producing  basal  ‘ 
lamina,  but  also  in  some  cases  pro- : 
duce  an  “extreme  excess”  of  it.  He 
has  found  that  the  amount  of  basal  ■ 
lamina  a  cancer  cell  produces  corre¬ 
lates  neatly  with  whether  the  tumor ; 
will  behave  in  a  relatively  favorable  i 
fashion  even  if  metastasis  devel- 1 
ops.  In  some  forms  of  cancer,  he ! 
found  that  if  the  cells  had  several  j 
layers  of  basal  lamina  the  patients  j 
lived  disease-free  for  10  to  15  years  ; 
or  more  after  treatment.  Investiga-  i 
tions  are  continuing  in  an  attempt  ji 
to  define  the  precise  significance!;' 
and  potential  applicability  of  these  j’ 
findings.  j 

Ronald  Weinstein,  M.D.,  Chair- j: 
man  of  the  Department  of  Pathol-  i 
ogy,  studies  the  way  malignancies 
change  cell  structure,  particularly 
cell  membranes  and  cell  junctions,  (' 
in  order  to  learn  which  structural  [ 
changes  can  give  advance  warning} 
of  a  malignancy.  j 

Cell  junctions  are  clearly  recog- j: 
nizable  membrane  components.  1 1 
They  provide  strong  structural  links}* 
between  cells,  surface  conducts! 
through  adjoining  membranes  of  i 
cell  pairs,  and  a  means  of  sealing 
cells  together  into  coherent  tissues 
that  can  act  as  highly  selective  bar¬ 
riers  to  bypass  diffusion. 

Because  one  or  several  of  these  j 
functions  may  be  deranged  in  ma-  j 
lignant  tumors.  Dr.  Weinstein  and 
his  colleagues  have  carried  out 
electron  microscope  studies  to  de¬ 
termine  if  alterations  in  specific 
types  of  cell  junctions  correlate, 
with  specific  strategies  of  malig¬ 
nant  transformation.  They  are 
studying  the  possibility  that  a  loss 
in  the  frequency  of  desmosomes 


Jerry  Petasnick,  M.D.,  at  monitor  for 
EMI  body  scanning  unit. 
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“We  are  trying  to  understand  why 
tumors  do  what  they  do.  We  want 
to  be  able  to  classify  tumors 

more  rationally.  ” 
— Victor  E.  Gould,  M.D. 


(Henry  O.  Gold,  D.D.S.,  with  recon¬ 
structive  surgery  display. 

I '(cellular  bridges)  may  play  a  role  in 

I  decreased  cellular  adhesion  and 
jlnnay  contribute  to  the  potential 
I  spread  of  tumors. 

[  “We  are  currently  attempting  to 
determine  if  loss  of  desmosomes  is 
d  meaningful  predictor  of  the  bio- 

I ‘logical  behavior  of  human  bladder 
tumors,  since  this  would  be  of  con¬ 
siderable  importance  in  diagnostic 
l^surgical  pathology,”  he  says.  He  is 
I  also  studying  the  differences  in 
ihe  numerical  density  and  two-di- 
ilmensional  topography  of  certain 
i;membrane  proteins  that  may  arise 
jin  the  course  of  malignant  forma¬ 
tion. 

(While  surgery  is  still  the  most 
common  primary  therapy  for  can¬ 
cer,  few  patients  are  treated  by  sur¬ 
gery  alone.  Cancer  treatment  at 
iRush  invariably  involves  physicians 
and  scientists  in  several  disciplines 
(working  together  to  determine  the 
pest  treatment  regimen  for  the  pa- 
lient.  In  addition,  through  the  Can- 
jeer  Center,  Rush  physicians  partici¬ 
pate  with  a  number  of  other  leading 
jcancer  centers  in  the  nation  in  co¬ 
operative  study  groups  evaluating 
fjeatment  for  various  types  of  can- 
|cer.  For  each  type  of  cancer,  there 
lare  protocols  or  treatment  plans  to 
I  which  participating  physicians  ad- 
lere.  Some  of  the  study  groups  are 
I  also  testing  new  drugs. 

*  “No  one  institution  can  take  care 
:  )f  enough  patients  to  get  a  large 
I  anough  patient  base  to  be  able  to 
Jvaluate  all  the  therapies,”  says 
Harry  W.  Southwick,  M.D.,  Chair- 
nan  of  the  Department  of  General 
surgery. 

“Fortunately,”  he  says,  “there 
ire  enough  knowledgeable  people 
n  enough  institutions  who  are  wili¬ 
ng  to  cooperate.” 

Dr.  Southwick  is  one  of  the  na- 
ion’s  leading  specialists  in  treating 


tumors  of  the  head  and  neck  and 
sees  patients  who  are  referred  from 
many  parts  of  the  country.  These 
tumors  are  frequently  treated  with 
radiation  for  several  weeks,  to 
shrink  them,  before  they  are  re¬ 
moved  surgically.  Despite  this, 
there  can  be  considerable  facial  dis¬ 
figurement.  At  Rush,  there  is  now  a 
“two-team”  approach  to  treating  pa¬ 
tients  with  this  problem.  A  team  of 
oncologic  surgeons  excises  the  tu¬ 
mor,  and,  at  the  same  time,  a  team 
of  plastic  surgeons  reconstructs 
the  facial  area. 

“We  used  to  leave  the  area  open 
for  a  year  to  make  sure  there  was  no 
recurrence  before  doing  reconstruc¬ 
tive  surgery,”  says  John  W.  Curtin, 
M.D.,  Chairman  of  the  Department 
of  Plastic  and  Reconstructive  Sur¬ 
gery.  “Now  we  reconstruct  the  de¬ 
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feet  immediately.  The  suicide  rate 
among  these  patients  is  much  less 
than  it  used  to  be.  Actually,  we  do  it 
primarily  for  functional  reasons  and 
only  secondarily  for  esthetic  or  psy¬ 
chological  reasons.  We  need  to 
make  sure  that  the  patient  can  swal¬ 
low,  eat,  and  salivate  comfortably.” 

Reconstruction  is  accomplished 
by  rotating  pedicle  flaps  from  the 
shoulders  and  forehead.  If  an  entire 
side  of  the  face  is  removed,  a  lining 
and  a  covering  are  needed  to  re¬ 
place  it.  Flaps  from  the  forehead 
are  turned  for  the  lining,  and  flaps 
from  the  shoulder  are  rotated  for 
the  covering. 

When  a  patient  has  had  part  or  all 
of  some  facial  structure  such  as  the 
palate,  jaw,  nose,  or  ear  removed, 
prosthetic  replacements  are  neces¬ 
sary  in  lieu  of  or  until  reconstructive 
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surgery  is  performed.  Henry  Gold, 
D.D.S.,  Assistant  Professor  of 
Plastic  and  Reconstructive  Surgery 
and  Otolaryngology,  is  a  dentist 
whose  specialty  is  developing  arti¬ 
ficial  devices  to  replace  these  natu¬ 
ral  structures.  Such  devices,  called 
maxillofacial  prostheses,  are  fabri¬ 
cated  out  of  plastic,  metal,  and  sili¬ 
cone  rubber. 

“Each  patient’s  needs  are  differ¬ 
ent,”  says  Dr.  Gold.  “We  try  to  meet 
these  needs,  whatever  they  might 
be.” 

Dr.  Gold  is  trying  to  develop  dif¬ 
ferent  types  of  attachments  so  that 
devices  can  be  removed  easily  when 
the  patient  is  examined  for  recur¬ 
rences.  He  is  also  trying  to  develop 
innovative  ways  of  using  different 
materials  for  better  function,  esthe¬ 
tics,  and  quality  of  life. 

“The  quality  of  life  can  definitely 
be  improved,”  he  says,  “but  many 
of  these  patients  still  cannot  be  re¬ 
habilitated  totally.” 

One  of  the  most  common  head 
and  neck  cancers  is  cancer  of  the 
larynx  or  voice  box.  One  form  of 
treatment  is  partial  or  complete  sur¬ 
gical  removal  of  the  voice  box. 
When  the  entire  larynx  is  removed, 
patients  must  be  retrained  to  speak 
by  using  the  muscles  of  the 
pharynx  and  esophagus. 

“There  is  no  single  blueprint  for 
treatment,”  says  Stanton  A.  Fried- 
berg,  M.D.,  Professor  of  Otolaryn¬ 
gology  and  Bronchoesophagology 
and  former  Chairman  of  the  Depart¬ 
ment.  “Every  patient’s  treatment  is 
individualized.  It  is  mandatory  that 
a  doctor  establish  maximum  rap¬ 
port  with  his  laryngectomy  pa¬ 
tients.  We  spend  a  long  time  coun¬ 
seling  patients,  and  we  never  oper¬ 
ate  until  the  patient  has  achieved 
excellent  esophageal  speech,  so 
that  they  know  it  can  be  done.  I 
can’t  overemphasize  the  need  for 
support,”  he  says.  He  also  notes 
that  invariably  patients  with  this 


type  of  cancer  are  heavy  smokers 
and  heavy  drinkers,  so  it  is  a  pre¬ 
ventable  cancer. 

Laryngectomy  patients  receive 
special  training  in  esophageal 
speech  from  therapists  in  Rush’s 
Section  of  Communicative  Dis¬ 
orders  and  through  meetings  of  lo¬ 
cal  organizations  of  laryngectomy 
patients.  Oncology  nurses  instruct 
the  patients  in  the  care  of  their 
stomas,  small  permanent  openings 
in  the  neck  through  which  they 
breathe. 

A  comprehensive  demonstration 
project  for  head  and  neck  cancers, 
one  of  10  regional  programs  in  the 
nation,  is  now  being  coordinated  by 
the  Illinois  Cancer  Council.  Fund¬ 
ing  is  provided  by  the  Division  of 
Cancer  Control  and  Rehabilitation, 
National  Institutes  of  Health. 
James  C.  Hutchinson,  Jr.,  M.D., 
Assistant  Professor  of  Ctolaryngol- 
ogy  and  Bronchoesophagology, 
co-principal  investigator  for  the 
project,  sees  one  of  its  main  goals 
as  obtaining  information  about  the 
various  methods  used  to  treat  pa¬ 
tients  with  squamous  cell  carcino¬ 
ma  (cancer)  of  the  head  and  neck  in 
the  hope  that  this  information  will 
enable  physicians  who  treat  this  di¬ 
sease  to  ascertain  which  treatments 
and  combinations  of  treatments  are 
the  most  effective. 

ether  important  goals  of  the  pro¬ 
ject  are  rehabilitation  of  the  head 
and  neck  cancer  patient  following 
treatment,  and  education  of  the  lay 
public  and  medical  profession  in 
the  methods  of  early  diagnosis  of 
this  disease. 

From  the  early  days  when  Dr. 
Samuel  Taylor  III  first  used  hor¬ 
mones  to  treat  breast  cancer.  Rush 
has  been  renowned  as  a  center  for 
the  treatment  of  this  disease,  which 
claims  each  year  the  lives  of  more 
women  aged  40  to  44  than  any  other 
illness. 

“Despite  all  our  efforts,  national- 


I 

i 


ly  there  is  no  significant  change  in 
the  survival  of  breast  cancer  pa¬ 
tients,”  says  Dr.  Perlia.  , 

“I’d  like  to  have  more  opportuni¬ 
ties  to  get  in  at  the  beginning,  so 
that  we  can  prolong  life.  As  a  refer¬ 
ral  institution,  too  often  we  get  in¬ 
volved  at  the  middle,  when  some-' 
one  else  has  failed.” 

At  Rush,  breast  cancer  is  the 
subject  of  numerous  clinical  and 
basic  research  studies,  and  the 
Medical  Center  participates  in  na-t 
tional  studies  of  the  disease.  Infor-l 
mation  about  all  findings  are  gath-; 
ered  in  the  Breast  Data  Collection: 
Service,  which,  among  other! 
things,  is  developing  a  profile  ofj 
women  who  are  at  a  high  risk  fori 
developing  breast  cancer.  The  dataj 
collected  cover  all  types  of  therapy,! 
laboratory  information,  and  follow-j 
up  on  all  breast  cancer  patients  and 
can  be  used  by  anyone  at  the  Medi4 
cal  Center  who  wishes  to  study  any! 
facet  of  breast  cancer.  Data  ont 
some  3,400  patients  have  been  coP 
lected  thus  far  and  have  confirmeef 
recent  epidemiological  studied 
done  at  other  medical  centers.  I 

“In  our  series,”  says  William  B. 
Shorey,  M.D.,  Professor  of  Surgery 
who  coordinates  the  service,  “thej 
highest  incidence  of  breast  cancel 
has  been  seen  in  women  who  hac^ , 
their  first  child  25  years  after  th^ 
onset  of  their  menstrual  periodsj 
The  second  highest  incidence  was 
in  women  who  never  had  a  pregj 
nancy,  and  the  third  most  importanj 
risk  factor  was  a  past  family  histor^ 
of  breast  cancer.  Studies  done  af 
other  institutions  have  shown  thai 
pregnancies  in  the  late  teens  orear 
ly  20s  have  a  definite  protective  ef 
feet. 

“Given  these  risk  factors,  anc 
given  the  fact  that  women  are  mar-  , 
rying  later  and  putting  off  having 
children,  we  foresee  a  much  greatei 
incidence  of  breast  cancer  in  the 
future,”  Dr.  Shorey  says.  i 


14 


The  Magazine/ Winter  1976-77 


“The  highest  incidence  of  breast  cancer 
has  been  seen  in  women  who  had 
their  first  chi  id  25  years  after  the 
onset  of  their  menstruai  periods.  ” 
— William  B.  Shorey,  M.  D. 


While  considerable  clinical  re- 

1 

(Search  is  underway,  breast  cancer 
is  also  being  studied  at  Rush  at  the 
I  most  basic  level.  Howard  H.  Sky- 
iPeck,  Ph.D.,  Chairman  of  the  De- 
Ipartment  of  Biochemistry,  with  Dr. 
jPerlia  and  Dr.  Economou,  is  study- 
jing  cells  at  the  nuclear  level  to  learn 
!how  solid  tumors  grow.  He  has 
(learned  that  there  can  be  as  much 
jas  a  200  percent  difference  between 
|two  areas  of  one  tumor.  The  outer 
jsurfaces  of  the  tumor  tend  to  grow 
(more  rapidly  than  the  inner  sur- 
jfaces.  Growth  is  based  on  calcula- 
jtion  of  cellular  regeneration  time, 
which  in  turn  is  based  on  the  me¬ 
tabolism  of  DMA  (desoxyriboneu- 
cleic  acid).  Dr.  Sky-Peck  is  trying  to 
learn  the  characteristics  of  regener¬ 
ation  time.  Can  the  natural  course 
of  a  tumor’s  growth  be  altered?  If 
the  growth  is  altered,  what  portion 
jof  its  life  cycle  is  responsible  for 
jthis  change?  Dr.  Sky-Peck  is  hop- 
jing  that  by  knowing  which  sub- 
jStances  affect  phases  of  a  cell  cycle 
jmost,  one  can  affect  the  natural 
jhistory  of  a  tumor.  He  is  also  hop- 
jing  to  find  out  which  phases  of  the 
Icell  cycle  are  affected  by  chemo- 
jtherapeutic  drugs, 
j  “Trying  to  get  precise  data  in 
humans  is  most  difficult,”  Dr.  Sky- 
jPeck  says.  “There  is  tremendous 
jvariability  in  tumor  metabolism  in 
any  given  individual  from  area  to 
area  and  from  time  to  time.  We  have 
to  study  many  cellular  population 
changes  in  order  to  have  a  meaning¬ 
ful  study  of  finite  changes  at  the 
molecular  level.” 

While  the  past  few  years  have 
seen  a  dramatic  improvement  in  the 
successful  treatment  of  childhood 
leukemias,  improvement  has  been 
jmuch  slower  in  the  treatment  of 
jadult  leukemias  and  other  malig- 

1 - 

iHoward  H.  Sky-Peck,  M.D.,  conducts 
basic  research  into  breast  cancer. 


nancies  of  the  blood  in  adults. 

Adult  leukemia  is  primarily  treat¬ 
ed  with  chemotherapy.  Hematol¬ 
ogists  attempt  to  select,  out  of 
some  100  available  agents,  the  one 
that  will  be  most  effective,  consid¬ 
ering  the  type  of  leukemia  involved 
and  the  stage  of  the  disease.  In  re¬ 
cent  years,  there  have  also  been 
successful  efforts  to  combine  sev¬ 
eral  chemotherapeutic  agents  to 
effect  longer  remissions. 

“There  have  been  slow  improve¬ 
ments  in  the  number  and  duration 
of  remissions  in  acute  adult  leu¬ 
kemia,”  says  William  H.  Knospe, 
M.D.,  Professor  of  Internal  Med¬ 
icine  and  Director  of  the  Section  of 
Clinical  Hematology. 


“The  remissions  are  not  as  dra¬ 
matic  as  in  children,  but  they  are 
improvements  nonetheless.  We  do 
have  hope.  In  the  last  10  years,  the 
number  and  duration  of  remissions 
have  gone  up,  and,  increasingly, 
the  number  of  patients  achieving 
remissions  of  two  or  three  years  or 
even  longer  has  increased.” 

Dr.  Knospe  and  his  associates 
are  involved  in  several  national  co¬ 
operative  studies  for  physicians 
specializing  in  blood  malignancies, 
one  of  which  he  heads. 

One  of  the  most  important  new 
projects  now  being  developed  at 
Rush  to  treat  patients  with  leu¬ 
kemia  is  bone  marrow  transplanta¬ 
tion.  A  team  is  being  trained  to  per- 
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form  this  delicate  procedure,  and 
this  may  be  the  only  center  in  the 
Midwest  where  it  will  be  performed. 
The  project  is  a  cooperative  venture 
between  Rush  and  the  University  of 
Illinois  under  the  Illinois  Cancer 
Council. 

“The  bone  marrow  is  the  body’s 
factory  for  producing  blood,’’  says 
Dr.  Knospe.  “Bone  marrow  trans¬ 
plantation  involves  a  period  of  in¬ 
tense  chemotherapy  and  radiation 
therapy  to  help  the  patient  to  elim¬ 
inate  the  leukemia  cell  population. 
After  the  preparatory  treatment,  all 
the  blood  cells  are  gone.  You  aspir¬ 
ate  the  bone  marrow  from  a  tissue 
type  identical  donor,  almost  always 
a  member  of  the  patient’s  family, 
and  give  it  to  the  patient  intraven¬ 


ously.  The  marrow  is  removed  from 
the  donor  under  local  anesthesia. 

“Although  the  stem  cells,  which 
are  the  cells  that  form  red  and  white 
blood  cells  and  platelets,  make  up 
only  one  percent  of  the  material 
that  is  infused  into  the  patient,  they 
go  to  the  marrow  immediately  and 
begin  forming  new  blood  cells. 
There  have  been  very  dramatic  suc¬ 
cesses  with  these  transplants 
among  adult  leukemia  patients.” 

For  the  past  1 5  years.  Dr.  Knospe 
has  been  studying  stem  cells  to 
learn  how  they  are  regulated. 

“Leukemia  is  a  disease  of  defec¬ 
tive  cellular  proliferation,”  he  says. 
“We  are  trying  to  see  how  cellular 
proliferation  is  regulated  in  normal 
cells  and  in  leukemic  cells.” 


Dr.  Knospe  and  his  associate: 
have  also  conducted  studies  of  th<, 
bone  marrow  “soil,”  the  structure 
element  of  the  bone  marrow.  Ii 
some  patients,  bone  marrow  trans 
plants  do  not  take.  In  animal  mod 
els,  he  has  found  that  this  is  duetc 
defects  in  the  cells  of  the  bone  mar 
row  soil. 

Dr.  Knospe  is  also  studying  thf 
chromosomes  of  the  blood  and  th( 
way  that  the  genetic  apparatus  is 
altered  under  circumstances  of  ma 
lignancy,  particularly  in  leukemia 
There  is  one  type  of  chromosoma 
abnormality  that  occurs  in  chronio 


Bruce  McLeod,  M.D.,  watches  as  dono' 
has  platelets  and  white  cells  removec 
via  centrifuge  machine. 


“Leukemia  is  a  disease  of  defective 
ceiiuiar proiiferation.  We  are 
trying  to  see  how  proiiferation  is  regulated 
in  normal  cells  and  in  leukemic  cells.  ” 
—  William  H.  Knospe,  M.D. 


ij. 

ij 

^Lawrence  A.  Falk,  Ph.D.,  leukemia  re- 
I searcher  in  Microbiology. 

granulocytic  leukemia,  in  which  a 
'single  chromosome  is  altered  and 
Ithere  is  a  loss  of  genetic  material 
sfrom  one  of  the  chromosomes, 
’causing  it  to  be  smaller,  so  that  it 
;ican  be  used  as  an  identifier  of  the 
jdisease. 

^  “As  a  result  of  these  and  similar 
^studies,  we  may  learn  something 
'about  how  leukemia  occurs  in  its 
■very  early  stages  and  how  the  gen- 
letic  material  of  the  chromosomes 
jvaries  as  the  disease  progresses,” 
■'Dr.  Knospe  says.  He  and  his  assoc- 
ijiates  are  also  studying  chromo- 
Vsome  changes  in  preleukemic  dis- 
'orders,  where  clues  may  be  found 
)  to  early  changes  in  the  lymphopro- 
jliferative  genetic  material  before 
leukemia  is  clinically  evident  or 
diagnosable  as  such.  Dr.  Knospe  is 
jalso  studying  myeloproliferative 
1  disorders  and  chronic  leukemia  in 
f  jorder  to  find  more  effective  ways  of 
limanaging  them  so  as  to  stave  off 
Vacute  or  malignant  phases.  Patients 
jwith  these  disorders  can  now  live  5 
Jto  10  years  or  longer  before  the 
icondition  becomes  acute.  A  num¬ 
ber  of  studies  of  new  types  of 
combination  drug  therapy  are 
attempting  to  determine  if  the  acute 
or  terminal  phase  can  be  prevented. 

Patients  suffering  from  blood 
malignancies  often  need  transfu¬ 
sions,  since  the  high  doses  of  che- 
:  motherapy  they  must  receive  kill 
many  of  the  normal  cells  while  kill¬ 
ing  the  cancer  cells.  The  blood-for- 
f  ming  cells  are  particularly  suscep- 
'  tible  to  chemotherapy.  Ordinary 
;  blood  transfusions  provide  plasma 
1  and  red  cells,  but  a  normal  transfu- 
\  Sion  does  not  offer  enough  white 
’cells  and  platelets  to  satisfy  the 
‘  needs  of  patients  who  do  not  have 
,  them. 

I  Bruce  McLeod,  M.D.,  Assistant 
I  Professor  of  Medicine,  coordinates 


a  program  that  provides  white  blood 
cells  for  these  patients.  It  is  a  pro¬ 
gram  that  involves  a  great  deal  of 
time  and  highly  complex  machin¬ 
ery. 

“If  we  could  supply  platelets  and 
white  cells  reliably  for  everyone 
who  is  going  to  need  chemother¬ 


apy,  we  could  give  much  larger 
doses  of  chemotherapy,”  says  Dr. 
McLeod.  “At  the  present  time,  there 
is  a  likelihood  that  you  will  do  them 
harm,  because  the  chemotherapy 
wipes  out  the  blood-forming  cells, 
so  the  patient  doesn’t  have  enough 
platelets  or  white  blood  cells.”  Dr. 
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McLeod  draws  blood  out  of  a  do¬ 
nor’s  arm  through  a  tube  attached 
to  a  centrifuge,  which  then  separ¬ 
ates  the  blood  into  red  cells,  white 
cells,  and  plasma.  The  white  cells 
and  platelets  are  drawn  off,  and  the 
red  cells  and  plasma  are  recom¬ 
bined  and  pumped  back  into  the 
donor.  It  takes  four  hours— three 
hours  on  the  machine  and  another 
hour  for  the  donor  to  be  hooked 
up  and  unhooked  from  the 
machine— to  draw  off  a  sufficient 
number  of  white  blood  cells.  It 
takes  two  hours  for  platelets. 

“Almost  all  the  donors  are  rela¬ 
tives,  spouses,  or  very  close 
friends.  They  have  to  be  willing  to 
take  this  much  time  and  be  physi¬ 
cally  able  to  do  it  two  or  three  times 
a  week  if  necessary,”  Dr.  McLeod 
says. 

“We’re  still  at  a  very  preliminary 
stage  with  this  process.  There  are 
still  many  problems  to  iron  out.  Be¬ 
cause  of  the  amount  of  time  involv¬ 
ed,  only  two  or  three  procedures 
can  be  done  per  day.  It  is  also  diffi¬ 
cult  to  match  people’s  white  cells 
and  platelets  properly.” 

Research  is  underway  to  test  a 
new  drug  that  can  be  given  to  don¬ 
ors  to  make  white  and  red  cells  sep¬ 
arate  more  easily  and  which 
appears  to  be  harmless  to  donors. 

Solomon  S.  Adler,  M.D.,  Chief  of 
the  Special  Morphology  Laboratory 
and  Assistant  Professor  of  Medi¬ 
cine,  is  collaborating  with  Dr. 
Knospe  in  studies  of  stem  cells  and 
the  environment  that  supports  the 
growth  of  these  cells,  since  the  en¬ 
vironment  influences  their  growth 
and  may  play  a  role  in  the  cells’ 
becoming  cancerous.  He  is  study¬ 
ing  characteristics  of  the  growth 
and  maturation  of  leukemia  cells  in 
mice  and  the  role  of  the  spleen  in 
leukemia.  Dr.  Adler  has  found  that 
leukemic  mice  without  spleens  live 
twice  as  long  as  leukemic  mice  with 
spleens,  and  that  20  to  30  percent 


of  the  mice  that  had  spleens  re¬ 
moved  and  1  million  leukemic  cells 
injected  never  got  leukemia.  He  is 
also  evaluating  the  immunologic 
relationship  between  normal  stem 
cells  and  leukemic  stem  cells  and 
the  effect  on  the  development  of  the 
disease  in  mice  when  their  stem 
cells  are  treated  with  antibodies  to 
normal  and  leukemic  stem  cells. 

Major  efforts  in  basic  research  in¬ 
to  the  nature  of  leukemia  and  other 
cancers  are  also  a  primary  focus  of 
the  Department  of  Microbiology. 
Friedrich  W.  Deinhardt,  M.D.,  Pro¬ 
fessor  and  Chairman,  participates 
in  the  coordination  of  Rush’s  can¬ 
cer  research  efforts  in  the  basic  sci¬ 
ences  and  is  chairman  of  the  task 
force  on  basic  sciences  for  the  Ill¬ 
inois  Cancer  Council. 

One  of  the  most  important  con¬ 
tributions  to  cancer  research  of  the 
team  of  scientists  in  the  Depart¬ 
ment  of  Microbiology  has  been  an¬ 
alysis  and  comparison  of  the  ways 
different  viruses  cause  different 
kinds  of  cancers.  In  the  past  such 
basic  cancer  studies  were  done 
with  mice,  but  it  was  necessary  to 
develop  experimental  models  more 
closely  related  to  humans.  In  the 
early  1960s,  after  considerable 
study.  Dr.  Deinhardt  came  to  the 
conclusion  that  marmosets,  small 
South  American  monkeys,  would 
be  more  suitable  experimental  ani¬ 
mals  for  studying  human  cancers. 
The  monkeys  were  available  in  large 
enough  numbers  so  that  research 
use  would  not  endanger  the  spec¬ 
ies;  they  were  small  enough  so  that 
large  numbers  could  be  kept  in  a 
laboratory  without  taking  up  too 
much  space,  yet  large  enough  for 
surgical  studies;  they  bred  well  un¬ 
der  laboratory  conditions;  and  they 
were  inexpensive. 

Marmosets  were  purchased  and 
set  up  in  laboratories  at  the  Medical 
Center,  both  to  study  leukemia  and 
other  tumors  in  these  primates  and 
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to  breed  them  for  further  studies. 
They  have  proven  to  be  an  invalu-j 
able  animal  model  and  are  now  be-| 
ing  used  in  research  laboratories  all! 
over  the  world.  One  example  ofj 
their  usefulness  is  in  the  study  of 
the  transmission  of  Epstein-Barr 
virus  to  these  small  monkeys.  Ep- 
stein-Barr  virus  is  a  herpesvirus  that! 
causes  infectious  mononucleosis! 
in  man,  but  it  has  also  been  assoc¬ 
iated  with  Burkitt’s  lymphoma  in 
Africa  and  with  nasopharyngeal  car¬ 
cinoma  among  Asiatic  populations. 
The  investigators  in  Microbiology 
are  studying  Epstein-Barr  virus  be¬ 
cause  it  is  the  first  bona  fide  human 
virus  associated  with  lymphoprolif- 
erative  disease.  By  using  different 
subspecies  of  marmosets  and  in¬ 
oculating  them  with  Epstein-Barr 
and  similar  viruses  isolated  from 
nonhuman  primates,  diseases  like 
infectious  mononucleosis,  lymph¬ 
oma,  and  leukemia  have  been  pro¬ 
duced. 

“The  subspecies  of  monkeys 
mimics  the  reactions  of  man,  so  we 
now  have  laboratory  models  with 
which  we  can  work,”  Dr.  Deinhardt 
says,  “and  it  shows  that  there  is  a 
possibility  of  developing  an  anti-| 
cancer  vaccine.” 

As  a  member  of  a  small  group  of 
scientists  recently  sent  to  the  USSR  J 
by  the  National  Cancer  Institute,  ' 
Dr.  Deinhardt  became  interested  in  s 
a  lymphoma  observed  in  baboons  *■ 
there.  It  was  found  that  the  ba¬ 
boons  could  transmit  the  virus  to 
one  another,  and  two  viruses  have 
now  been  isolated  from  baboons, 
one  a  C-type  virus  and  the  other  a 
strain  similar  to  Epstein-Barr  virus. 

In  another  wide-reaching  collab¬ 
oration  among  different  laborator¬ 
ies,  it  has  been  found  that  most 
primates  from  Asia,  Africa,  and  the  i 
“Old  World”  in  general  seem  to 
carry  a  virus  like  the  Epstein-Barr 
virus  in  man,  whereas  primates  of 
the  New  World  carry  herpesviruses, 

_ k 


“If  we  could  supply  platelets  and 
white  cells  reliably  for  everyone  who  is 
going  to  need  chemotherapy,  we  could 
give  much  larger  doses  of  chemotherapy.  ” 

—Bruce  McLeod,  M.  D. 


which  are  similar  but  not  the  same. 
It  has  been  shown  that  the  viruses 
from  the  Old  World  monkeys  trans¬ 
form  one  kind  of  lymphocyte  (B- 
3ells)  and  the  agents  from  New 
i/Vorld  monkeys  transform  another 
<ind  (T-cells).  This  finding  widens 
the  opportunities  for  expanded 
study  of  the  pathogenesis  of  such 
tumors,  their  chemotherapy  and 
immunotherapy,  and  their  preven¬ 
tion  by  such  means  as  vaccination. 

The  ability  to  cause  cancerous 
changes  in  test  tubes  similar  to  the 
changes  seen  in  the  cells  of  exper¬ 
imental  animals  that  produce  leu- 
ij^emias  and  lymphomas  has  en- 
fljabled  the  research  team  to  develop 
Hspecific  cell  lines— cancerous  and 
ihoncancerous— that  can  be  stud- 
fjed  and  compared  with  other  can¬ 
cerous  cell  lines  grown  in  the  labor¬ 
atory.  Based  on  this  research,  work 
s  going  ahead  to  decipher  how 
/iruses  are  carried  by  tumor  cells 
during  their  life  cycle,  how  tumor 
•ormation  occurs,  whether  tumor 
growth  appears,  and  whether  vi- 
'uses  can  be  removed  from  these 
cells.  Lawrence  A.  Falk,  Ph.D.,  As¬ 
sistant  Professor  of  Microbiology, 
named  a  Leukemia  Society  of  Amer- 
ca  Scholar  last  year,  is  conducting 
some  of  these  studies  this  year  at 
i  he  Karolinska  Institute  in  Sweden. 

In  addition,  studies  in  the  Depart- 
Tient  of  Microbiology  have  shown 
hat  various  C-type  viruses  can  pro- 
Juce  sarcomas,  cancers  of  the  con¬ 
nective  tissues,  in  marmosets,  and 
he  first  primate  sarcoma  virus  was 
solated  and  characterized  during 
hese  studies,  opening  the  way  for 
Tiore  detailed  investigations  into 
^et  another  form  of  human  cancers. 

Since  the  1940s,  radiation  ther- 
ipy  has  been  an  important  adjunct 
0  surgery  in  some  cancer  treatment 
ind  a  treatment  in  and  of  it- 


Mice  are  used  extensively  in  leukemia 
esearch. 
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self  for  many  other  kinds  of  cancer,  j 

The  basic  effect  of  radiation  ther-? 
apy  is  to  destroy  the  ability  of  cells 
to  divide  and  grow.  The  cell  killing 
takes  place  in  tumor  cells  and  in 
normal  tissue  cells  alike. 

Treatment  is  always  designed  to; 
maximize  the  injury  to  tumor  tissue 
and  to  minimize  injury  to  normal 
tissue.  Therapeutic  radiologists 
participate  in  treatment  teams  with 
surgeons,  oncologists,  and  other 
physicians  who  plan  treatment  reg¬ 
imens.  They  also  participate  in  de¬ 
veloping  protocols  for  treatment  of 
various  cancers  as  part  of  national 
study  groups. 

Dr.  Frank  R.  Hendrickson  saysl 
that  his  department  is  especially  in-  )| 
terested  in  studying  how  radiation  | 
therapy  interacts  with  chemo-j 
therapy  in  cancer  in  order  to  learn  | 
how  to  use  the  two  modalities  more  I 
effectively.  | 

Within  the  department,  some  re-| 
markable  programs  have  been  insti-? 
tuted  to  minimize  the  possiblity  of| 
human  error  in  the  application  off 
radiation  therapy  and  to  make  it  as|: 
precise  as  possible.  The  depart¬ 
ment  was  one  of  the  world’s  first  to 
develop  a  computerized  system  of 
treatment  planning.  A  computer^tj 
has  been  used  for  several  years  toll 
help  plan  the  amount  of  radiation  | 
dosage  given  to  patients  so  that  the  I 
most  effective  possible  amount  of  I 
dosage  is  delivered  in  the  shortest f 
amount  of  time.  Built  on  this  is  thel 
world’s  first  program  of  treatment!;, 
verification,  which  teams  from 
South  Africa,  France,  England,  and 
other  countries  have  visited  theij 
Medical  Center  to  study.  It  works  in  , 
the  following  way:  At  the  first  treat- i 
ment  session,  the  physician,  radio- . 
therapy  technician,  and  a  physicist  jj 
are  present  to  determine  how  much  I' 
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Technician  holds  a  baby  marmoset, 
born  in  a  special  laboratory  at  the 
Medical  Center. 


The  basic  effect  of  radiation 
therapy  is  to  destroy  the  abiiity  of  celts 
to  divide  and  grow.  The  cell  killing  takes 
place  in  tumor  cells  and  in  normal 

tissue  cells  alike. 


Radiation  therapy  is  both  an  adjunct  to 
surgery  and  a  therapy  in  and  of  itseif. 


dosage  the  patient  should  receive 
and  precisely  where  it  should  be 
jbeamed,  so  that  the  minimum 
jamount  of  healthy  tissue  will  be  af- 
ifected.  All  information  about  this 
!first  session  is  fed  into  a  computer, 
iln  subsequent  treatment  sessions 
bnly  the  technician  is  present,  but 
jthe  computer  has  been  program- 
imed  to  verify  his  work.  It  can  com- 
■ipare  what  the  technician  does  with 
[its  information  and  let  him  know 
immediately  if  he  is  wrong.  If  the 
jtreatment  plan  is  changed  along  the 
way,  the  technician  can  override  the 
computer,  or  the  program  can  be 
changed. 

I  The  department  is  also  working 
jpn  the  development  of  a  dynamic 
ilreatment  plan.  This  would  involve 
jjsing  the  computer  to  control  the 
Ireatment  machine  so  that  it  can 
generate  odd  shapes  of  beams  to  fit 
Inore  exactly  odd  shapes  of  tumors. 

present,  beams  are  shaped  to  fit 
pquare  or  flat  tumors  only.  Since 
I  he  new  EMI  scanners  and  other  de- 
f/ices  now  make  it  possible  to  de- 
I ermine  the  exact  shape  of  the  tu- 
inor,  the  department  is  trying  to  de- 
'ise  treatments  precisely  suited  to 
his  information.  Both  the  machine 
ind  the  area  on  which  the  patient 
j  ies  would  be  computer  managed  so 
hat  both  the  patient  and  the  ma- 
;hine  could  be  moved  at  the  same 
ime  to  control  the  dosage  shape. 

The  department  expects  to  ac- 
juire  greatly  expanded  space  when 
he  new  $5  million  Rush  Cancer 
■’reatment  Center  is  opened.  This 
ijipace  will  provide  room  for  a  Beta- 
,  ron  Linear  Accelerator,  which 
I  vould  be  the  most  powerful  in  the 
'VIetropolitan  Chicago  area.  Beta- 
'  rons  emit  electrons  that  operate 
ike  pellets,  going  directly  to  the 

Uumor.  They  are  especially  useful  in 
reating  a  tumor  that  is  near  a  nor¬ 


mal  organ,  because  an  x-ray  might 
go  through  the  normal  organ  as  well 
as  penetrating  the  tumor,  while  the 
electrons  go  directly  to  the  site 
where  they  are  beamed. 

The  department  is  also  studying 
the  optimum  intervals  between 
doses  of  therapy  that  would  be 
most  effective  for  the  tumor  and  for 
healthy  tissues,  and  cell  generation 
times  for  tumors  and  normal  tissue, 
to  see  how  radiation  upsets  this. 
Finally,  a  study  is  underway  on  cost 
containment,  to  look  at  the  most 
efficient,  effective,  logistically 
feasible  method  of  reducing  the 
cost  of  therapy  to  patients. 

Hospitalized  cancer  patients  are 
not  segregated  to  any  particular 
ward  of  the  Medical  Center.  Thus 
most  of  the  nursing  staff  care  for 


cancer  patients  along  with  their 
other  patients.  Through  a  unique 
support  system  in  the  Nursing  Divi¬ 
sion,  all  nurses  have  access  at  all 
times  to  specialists  in  cancer  care 
who  can  advise  them  on  how  to 
meet  the  particular  needs  of  cancer 
patients.  Some  of  these  specialists 
are  graduates  of  the  post-graduate 
program  in  Oncology  Nursing  in  the 
College  of  Nursing. 

“The  emphasis  in  our  program  is 
not  on  death  and  dying,  but  on  life 
and  living,”  says  Myra  Levine,  S.B., 
M.S.N.,  who  directs  this  graduate 
program. 

“Something  like  three-fifths  of 
the  people  who  were  diagnosed  five 
years  ago  as  having  cancer  are  still 
living.  That’s  the  population  we 
have  to  deal  with.  If  there  are 
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Preparing  an  injection 


enough  nurses  educated  in  the  spe¬ 
cial  problems  of  cancer  patients, 
they  can  go  forth  and  cause  a  ripple 
in  the  profession.” 

Rush  faculty  members  are  partic¬ 
ipating  on  a  committee  preparing  a 
position  paper  on  oncology  nursing 
in  Illinois  with  recommendations 
for  practice,  education,  research, 
and  professional  relationships  that 
will  be  submitted  to  the  Illinois 
Cancer  Council. 

At  present  there  are  eight  oncol¬ 
ogy  nurses  on  the  staff  at  the  Med¬ 
ical  Center,  one  in  Pediatrics,  four 
in  the  Medicine  wards,  and  three  on 
the  surgical  floors.  They  carry  a  pa¬ 
tient  load,  but  they  also  serve  as 
consultants  to  the  other  nurses  on 
their  units  who  deal  with  cancer 
patients,  and  teach  in  the  College 
of  Nursing. 

“Our  scope  is  broader  than  taking 
care  of  one  patient,”  says  Susan 
Groenwald,  R.N.,  M.S.,  Instructor 
of  Nursing.  “We’re  trying  to  teach 
others  all  the  time— staff  nurses, 
students,  patients,  families.” 

“Knowing  that  we  are  there  to 
talk  to  often  helps  the  staff 
nurses,”  adds  Michelle  Stoneci- 
pher,  B.S.N.,  M.S.,  Instructor  of 
Nursing. 


The  special  nursing  needs  of  can¬ 
cer  patients  revolve  around  the  side 
effects  of  chemotherapy  and  radia¬ 
tion  therapy,  teaching  both  patients 
and  nurses  what  to  expect  and  what 
to  look  for;  the  changes  in  lifestyle 
that  cancer  can  bring;  and  the  de¬ 
formity  that  the  removal  of  a  tumor 
can  cause.  Nurses,  for  example, 
help  patients  who  have  had  their 
colon  or  bladder  removed  look  after 
their  stoma,  an  opening  in  the  ab¬ 
domen  to  which  a  pouch  is  attached 
for  body  wastes.  They  teach  arm 
exercises  to  patients  who  have  had 
mastectomies,  and  try  to  make 
patients  whose  cancer  has  metas¬ 
tasized  to  the  bone  as  comfortable 
as  possible. 

Dealing  with  the  side  effects  of 
radiation  therapy  and  powerful  anti¬ 
cancer  drugs  are  the  difficult  prob¬ 
lems. 

“My  patients  feel  worse  before 
they  get  better,”  says  Phyllis 
Bermensolo,  R.N.,  M.S.  “We  try 
to  explain  to  them  as  closely  as 
possible  what  to  expect.” 

In  addition  to  acting  as  a  consul¬ 
tant  to  staff  nurses  on  the  units,  the 
oncology  nurses  often  have  to 
teach  members  of  the  patient’s  fam¬ 
ily  how  to  provide  care  to  the  can¬ 


cer  patient  when  he  goes  home. 

The  oncology  nurse’s  patients  are 
persons  for  whom  they  are  the  pri¬ 
mary  nurse  and  persons  whose 
treatment  they  plan  in  conjunction 
with  another  primary  nurse.  The 
Rush  Cancer  Center  publishes  a 
daily  bulletin  of  patients  who  have 
been  admitted  with  cancer.  The  on¬ 
cology  nurses  study  this  bulletin 
to  see  if  any  patients  whom  they 
have  cared  for  in  the  past  have  been 
readmitted,  and  then  immediately 
follow  up  on  those  patients. 

“Recurrences  are  very  difficult  for  j 
us  as  well  as  for  the  patient,”  saysi 
Ms.  Bermensolo.  “After  the  trauma 
of  surgery  and  the  discomfort  of 
chemotherapy  or  radiation  therapy, 
you  feel  that  the  disease  ought  to 
have  gone  away,  you  feel  it  was  all 
worth  it  if  the  disease  has  gone  a- 
way.  It’s  devastating  for  us  all  to 
find  out  several  months  later  that 
the  disease  is  still  there.” 

The  oncology  nurses  are  also 
engaged  in  research  projects.  Ms. 
Groenwald,  Ms.  Stonecipher,  and 
Margaret  Hansen,  R.N.,  M.S.,  are 
planning  a  breast  cancer  detection 
program  for  hospital  inpatients,  in¬ 
cluding  routine  checks,  family  his¬ 
tories,  and  other  information,  on  a 
random  sample  of  women  who  are 
admitted  to  the  Medical  Center. 
They  will  attempt  to  pinpoint  risk 
factors.  The  group  is  also  planning 
a  research  project  to  evaluate  the 
effectiveness  of  their  methods  of 
teaching  breast  self-exams.  Ms. 
Bermensolo  has  set  up  a  slide- 
tape  presentation  for  teaching  leu¬ 
kemia  patients  and  plans  to  assess 
the  effectiveness  of  this  presenta¬ 
tion.  Ms.  Stonecipher  and  Ms.  Han¬ 
sen  are  currently  writing  guidelines 
for  the  nursing  care  of  head  and 
neck  cancer  patients  for  the  Nation- 


Myra  Levine,  S.B.,  M.S.N.,  director  of 
oncology  nursing,  with  students. 


“Our  scope  is  broader  than  taking 
care  of  one  patient.  We’re  trying  to  teach 
others  ait  the  time — staff  nurses, 
students,  patients,  famines.  ’’ 
—Susan  Groenwald,  R.N.,  M.S. 


iSusan  Groenwald,  R.N.,  M.S.  (right), 
liconducts  a  meeting  of  oncology  nurs¬ 
es. 
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al  Cancer  Institute,  Bethesda,  Md. 

Finally,  the  oncology  nurses  are 
especially  interested  in  setting  up  a 
cancer  clinic  for  out-patients,  to  be 
run  by  nurses.  “Patients  don’t  stay 
in  the  hospital  long  enough  to  be 
rehabilitated  properly,”  says  Ms. 
jStonecipher.  “They  are  often  sent 
home  with  tubes,  dressings,  colos¬ 
tomy  bags,  and  they  need  to  know 
how  to  use  them  properly.  Such  a 
clinic  would  enable  us  to  reinforce 
jwhat  we  teach  them  while  they  are 
in  the  hospital,  offer  an  opportunity 
|to  give  patients  checkups,  and  help 
in  the  detection  of  recurrences.  It 
•would  be  especially  useful  in  the 
fjnetwork  hospitals.” 

I  Colon  and  rectal  cancers  current- 
^jly  have  a  50  percent  cure  rate  but, 
fjaccording  to  Dr.  Frederick  dePey- 
i  ,ster,  the  cure  rate  could  be  as  high 
!  jas  90  percent  if  more  of  these  can- 
I  jCers  were  detected  at  the  earliest, 

'  iasymptomatic  stage, 
j  “If  only  we  could  establish  the 
habit  of  proctoscopy  during  all  rou- 
jtine  physical  exams,  we  could  pick 
up  the  ‘silent  rectal  lesions’  instead 
of  waiting  for  symptoms,”  he  says. 
|“This  type  of  cancer  has  the  best 
jchance  for  an  improved  cure  rate 
with  early  detection.” 

Dr.  dePeyster  and  his  colleagues 
are  participating  in  national  studies 
to  assess  the  effects  of  adjuvant 
radiation  therapy  on  the  rate  of  re¬ 
currence  and  of  the  recurrence  time 
and  survival  rate  of  patients  treated 
surgically  for  cancer  of  the  rectum. 
Studies  are  also  underway  to  as¬ 
sess  the  effectiveness  of  adjuvant 
therapy  following  surgery.  Recently 
a  member  of  the  nursing  staff,  Mil¬ 
dred  Kemp,  R.N.,  M.S.,  took  a  six- 
week  course  at  the  Cleveland  Clinic 
on  the  special  problems  of  caring 
for  colostomy  patients,  patients 
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who  have  had  their  colons  removed 
(usually  because  of  cancer).  Ms. 
Kemp,  who  is  also  a  member  of  the 
College  of  Nursing  faculty,  is 
teaching  students  and  other  mem¬ 
bers  of  the  nursing  staff  how  to 
care  for  these  patients. 

Rush  has  the  largest  gynecolog¬ 
ic  oncology  service  in  the  Chi¬ 
cago  area.  All  patients  with  cancer 
of  the  ovaries,  cervix,  or  endometri¬ 
um  are  seen  in  a  cooperative  tumor 
clinic  by  three  specialists:  a  gyne¬ 
cologic  oncologist,  a  radiation  ther¬ 
apist,  and  a  medical  oncologist. 
“We  try  to  see  all  the  patients  as  a 
team,”  says  George  D.  Wilbanks, 
M.D.,  Chairman  of  the  Department 
of  Obstetrics  and  Gynecology,  who 
specializes  in  gynecologic  cancer 
patient  management. 

“We  all  talk  to  one  another,  and 
together  we  evaluate  the  patient 
and  evaluate  the  possibility  of  dif¬ 
ferent  treatment  modalities  and 
combinations  of  modalities,”  he 
says. 

“Then  we  try  to  tailor  a  treatment 
to  the  condition  and  stage  of  cancer 
of  the  individual  patient.”  Dr. 


Wilbanks  has  found  that  patients 
with  some  early  cancers  can  be 
treated  on  an  out-patient  basis,  sav¬ 
ing  time,  money,  and  physical  and 
emotional  stress  to  the  patient. 

The  group  participates  in  a  na¬ 
tionwide  cooperative  study,  involv¬ 
ing  some  30  institutions  that  treat 
gynecologic  cancer  patients,  to 
evaluate  the  best  methods  of  treat¬ 
ment. 

Dr.  Wilbanks  is  currently  study¬ 
ing  the  relationship  of  herpesvirus 
to  cancer  of  the  cervix  in  Rush’s 
gynecologic  oncology  laboratories. 
In  studying  herpesvirus  in  tissue 
cuiture,  he  has  found  that  to  date  it 
has  not  caused  cancerous  changes 
in  normal  human  adult  cells.  Thus 
there  must  be  another  agent  along 
with  the  herpesvirus  that  causes 
cancerous  change  in  the  body.  He 
is  trying  to  find  out  what  that  other 
agent  is. 

Every  hour,  every  day  10  people 
in  the  United  States  die  of  lung 
cancer,  a  cancer  that  in  large  meas¬ 
ure  could  be  prevented.  It  is  the 
number  one  cancer  killerthis  year. 

“Lung  cancer  is  a  disease  of 
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modern  man,”  says  C.  Frederick 
Kittle,  M.D.,  Professor  of  Surgery. 
“It  can  properly  be  called  the 
scourge  of  the  20th  century.  All 
evidence  indicates  that  most  carci¬ 
noma  of  the  lung  is  due  to  some 
type  of  pollution,  particularly  cigar¬ 
ette  smoking. 

“The  frustrating  and  devastating 
fact  about  lung  cancer  is  its  low 
cure  rate,”  Dr.  Kittle  says.  “Despite 
all  scientific  advances,  the  five-year 
survival  rate  today  is  the  same  as  it 
was  20  years  ago,  about  5  percent. 
The  reason  for  this  abysmally  low 
rate  of  survival  is  the  biological  ten¬ 
dency  of  lung  cancer  to  spread  early 
throughout  the  body— metastasis. 

“Urban  pollution  and  cigarette 
smoking  have  not  only  increased 
the  frequency  of  lung  cancer  but 
they  have  also  widened  the  age 
groups  involved  so  that  we  see  this 
cancer  in  all  age  groups,  from  pat¬ 
ients  in  their  20s  to  patients  in  their 
80s.  The  incidence  in  females  is  al¬ 
so  increasing,  correlating  with  their 
more  frequent  use  of  cigarettes.” 

The  most  obvious  risk  factor  for 
lung  cancer  is  smoking.  Second  is 
environmental  pollution.  Third  is  a 
history  of  lung  cancer  in  the  family, 
and  fourth  is  a  history  of  any  can¬ 
cer  in  the  family. 

For  persons  with  these  risk  fac¬ 
tors,  Dr.  Kittle  suggests  anticipa¬ 
tory  medicine.  A  chest  film  should 
be  taken  every  six  months,  so  that 
the  cancer  can  be  detected  early. 
With  any  radiologic  abnormalities 
or  unusual  symptomatology,  fiber¬ 
optic  bronchoscopy  should  be  per¬ 
formed.  The  latter,  because  of  its 
simplicity  and  its  diagnostic  acum¬ 
en,  should  be  used  more  fre¬ 
quently.  Of  course,  every  effort  to 
decrease  pollution  of  the  air  the  pa¬ 
tient  breathes  is  also  important. 


George  D.  Wilbanks,  M.D.  (left),  with 
patient  and  radiologist. 
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Robert  J.  Jensik,  M.D.,  Professor 
of  Surgery,  is  one  of  the  nation’s 
foremost  proponents  of  a  surgical 
technique  for  iung  cancer  called 
segmental  resection.  This  proce¬ 
dure  involves  removing  a  portion  of 
the  lobe  called  a  segment  rather 
than  the  entire  lobe.  The  patient 
then  retains  more  lung  tissue, 
which  is  of  value  if  his  breathing 
capacity  is  reduced  as  a  result  of 
associated  emphysema.  Fur¬ 
thermore,  should  a  tumor  develop 
in  the  opposite  lung,  it  then  can  be 
treated  by  a  similar  procedure 
because  of  adequacy  of  pulmonary 
reserve.  The  survival  rates  are  as 
good  as  for  operations  that  remove 
larger  amounts  of  lung  tissue. 

Just  as  a  large  proportion  of  lung 
cancer  could  be  prevented  if  people 
stopped  smoking,  a  large  propor¬ 
tion  of  skin  cancers  could  be  pre¬ 
vented  if  people  who  spend  time  in 
the  sun  took  specific  precautions  to 
block  out  its  harmful  ultraviolet 
rays.  Between  90  and  95  percent 
of  most  common  skin  cancers  oc¬ 
cur  on  the  areas  of  the  skin  that  are 
exposed  to  sunlight,  such  as  the 
face  and  the  arms. 


“The  cult  of  sun-worship  is  a  two-  j 
edged  sword,”  says  Frederick  D.  | 
Malkinson,  M.D.,  Professor  and! 
Chairman  of  the  Department  of! 
Dermatology.  As  people  have  more! 
leisure  time  and  spend  more  of  it  in  | 
warm  climates,  the  incidence  of ! 
skin  cancer  is  rising  dramatically. 

In  the  past,  most  skin  cancers  were  « 
observed  in  patients  in  their  40s  and 
50s  or  older.  Dr.  Malkinson  is  now 
seeing  such  patients  in  their  30s 
and  even  their  20s.  t 

“A  person’s  vulnerability  to  skin  j 
cancer  depends  on  many  factors,  A 
such  as  the  type  of  pigmentation  1 
they  have  and  their  daily  activities, 
The  blue-eyed  blond  who  burns  is  ! 
the  most  vulnerable,”  he  says. 

The  two  most  common  kinds  of 
skin  cancer  are  basai  cell  carcinoma  i 
and  squamous  cell  carcinoma.  i 
Both,  fortunately,  have  a  very  high  ; 
cure  rate.  Basal  cell  carcinoma  al- : 
most  never  metastasizes.  However,  ' 
if  left  untreated  it  grows  much  larg- 1 
er  and  can  be  very  destructive,  erod- 1 
ing  the  bones  and  skin  underneath  : 
it.  It  can  be  treated  with  radiation,  i 
by  surgical  removal,  or  by  topical  i 
application  of  anti-cancer  drugs.  It 


‘‘All  evidence  Indicates  that  most 
carcinoma  of  the  lung  is  due  to 
some  type  of  pollution,  particularly 

cigarette  smoking.  ” 
—C.  Frederick  Kittle,  M.  D 


almost  never  recurs.  “The  best 
*  treatment  is  prevention,”  says  Dr. 
Malkinson,  “wearing  protective 
clothing  and  using  preparations 
that  block  the  ultraviolet  rays  of  the 
sun  during  sunbathing.”  He  also 
,  advocates  having  any  unusual  skin 
j  lesions  treated  immediately,  partic- 
j  ularly  the  scaly  red  lesions  called 
solar  keratosis  that  break  out  on  the 
face,  the  back  of  the  hands,  and  on 
i  bald  scalps.  In  about  10  to  15  per¬ 
cent  of  the  cases  these  are  pre- 
cancerous  conditions. 

While  sunlight  is  the  most  signif¬ 
icant  factor  in  common  skin  can- 
I  cers,  a  number  of  other  causes  have 
been  identified,  such  as  medica¬ 
tions  containing  potassium  arsen- 
ite  solutions  or  inorganic  arsenic 
and  arsenic-based  pesticides. 

Melanoma  is  a  particularly  viru¬ 
lent  skin  cancer  that  does  not  have 
the  generally  favorable  prognosis  of 
basal  cell  or  squamous  cell  carci¬ 
noma  and  for  which  there  is  less  of 


a  correlation  with  exposure  to  the 
sun.  What  makes  melanoma  such  a 
terrifying  disease  is  the  fact  that  it 
usually  metastasizes,  even  after  the 
five-year  disease-free  period  when 
most  cancers  are  regarded  as  cur¬ 
ed.  New,  more  aggressive  chemo¬ 
therapy  regimens  following  surgical 
excision  of  the  tumor  have  greatly 
improved  the  life  expectancy  of 
melanoma  patients,  however. 

With  Roger  Pearson,  M.D.,  Pro¬ 
fessor  of  Dermatology,  Dr.  Malkin¬ 
son  is  studying  the  effects  of  radia¬ 
tion  and  chemotherapeutic  drugs 
on  hair  follicles.  Hair  follicles  are 
one  of  the  fastest  protein  factories 
in  the  body  and  have  among  the 
most  rapid  turnover  of  any  cells. 
Thus  hair  is  very  susceptible  to  the 
infusion  of  drugs  and  radiation  and 
is  an  excellent  model  for  studying 
their  effects. 

Dr.  Malkinson  is  well  known  for 
his  discovery  (with  Dr.  Melvin 
Griem  of  the  University  of  Chicago) 
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Technician  examines  cells. 


that  if  anti-cancer  drugs  are  given 
prior  to  radiation  the  effects  of  rad¬ 
iation  can  be  increased  and  tumors 
can  be  treated  with  less  radiation, 
thereby  posing  less  risk  to  healthy 
tissue.  This  principle  has  now  been 
adopted  in  therapy  for  cancer  pat¬ 
ients. 

Dr.  Malkinson  and  Dr.  Pearson 
are  also  studying  the  hair  follicles 
of  mice  to  determine  the  optimal 
time  to  give  drugs  after  radiation 
and  what  combinations  to  give.  In 
electron  microscopy  studies  of  hair 
follicles.  Dr.  Pearson  has  learned 
that  although  drugs  do  not  affect 
connective  tissue  permanently,  rad¬ 
iation  can  scar  or  burn  it  perman¬ 
ently.  Since  most  tumors  are  not 
made  of  connective  tissue  but  have 
connective  tissue  supports,  this 
factor  must  be  taken  into  account  in 
evaluating  the  proper  dosage  of  rad¬ 
iation. 

While  new  treatments  are  greatly 
improving  the  life  expectancy  of 
patients  with  some  cancers,  other 
cancers  are  increasing  with  such 
frequency  that  the  good  news  on 
one  front  seems  to  be  offset  by  bad 
news  on  the  other.  Bladder  cancer 
is  one  disease  that  seems  to  be  in¬ 
creasing  at  a  serious  rate. 

“We’re  seeing  almost  twice  as 
many  as  we  used  to,”  says  Malachi 
J.  Flanagan,  M.D.,  Professor  of  Ur¬ 
ology.  Dr.  Flanagan  coordinates 
Rush’s  participation  in  the  National 
Bladder  Cancer  Program,  a  national 
cooperative  study  in  which  nine 
other  leading  institutions  are  also 
participating. 

“We’re  trying  to  define  a  group  of 
patients  who  will  respond  to  a  par¬ 
ticular  treatment  in  an  effective 
way,”  says  Dr.  Flanagan.  “We’re  al¬ 
so  trying  to  develop  a  profile  of  the 
high-risk  patient  so  that  when  that 
patient  has  an  annual  physical  he 
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Finding  the  right  sample 


will  be  sure  to  have  a  cystoscopic 
examination.” 

There  are  two  kinds  of  bladder 
cancer.  One  is  a  low-grade  non- 
invasive  tumor  that  presents  no  ser¬ 
ious  threat  to  life  expectancy  if  it  is 
kept  under  control.  This  type  of  tu¬ 
mor  tends  to  recur  but  can  be  re¬ 
moved  by  cystoscopic  surgery. 
However,  about  a  fourth  of  the  non- 
invasive  tumors  recur  as  invasive 
bladder  cancer,  and  “Half  of  the 
patients  who  have  invasive  bladder 
cancer  are  dead  within  30  months,” 
says  Dr.  Flanagan.  Working  with 
Dr.  Weinstein,  Dr.  Flanagan  is 
studying  changes  in  bladder  tumor 
cells  to  see  if  there  are  any  changes 
that  precede  invasiveness  and  make 
it  possible  to  predict  which  tumors 
will  become  invasive.  In  January,  he 
began  testing  two  new  drugs  that 
have  proven  effective  in  Britain  and 
Japan  but  that  had  not  been  tested 
yet  in  the  United  States.  The  Med¬ 
ical  Center  is  the  only  institution  in 
the  Chicago  area  where  these  drugs 
are  being  tested. 

A  major  problem  with  bladder 
cancer  is  that  there  must  be  fre¬ 
quent  follow-up  to  monitor  the 
course  of  the  disease.  Usually  this 
follow-up  every  few  months  re¬ 
quires  hospitalization  and  general 
anesthesia  because  the  cystoscop¬ 
ic  procedures  involved  are  painful. 

“It  is  expensive  and  uncomfort¬ 
able.  If  there  are  no  symptoms,  the 
treatment  seems  more  uncomfort¬ 
able  than  the  disease,”  says  Dr. 
Flanagan.  He  has  developed  a  pro¬ 
cedure  to  perform  this  examination 
under  local  anesthesia  in  the  opera¬ 
ting  room,  with  immediate  pathol¬ 
ogic  evaluation.  The  patient  is  able 
to  go  home  after  two  hours.  Be¬ 
cause  of  this  change,  many  more 
patients  are  reporting  for  follow-up 
than  in  the  past. 


Ronald  Weinstein,  M.D.,  uses  the  elec¬ 
tron  microscope. 


Dr.  Flanagan  considers  males 
aged  30  to  50  who  smoke  and  have 
recurrent  irritable  bladder  symp¬ 
toms,  even  without  blood  in  the  ur¬ 
ine,  as  potential  bladder  cancer  pat¬ 
ients  and  examines  them  as  such. 
Smoking,  exposure  to  analinedyes, 
and  to  materials  in  the  rubber  in¬ 
dustry  are  among  the  external  envir¬ 
onmental  factors  that  have  been  as¬ 
sociated  with  bladder  cancer. 

Lack  of  symptoms  is  one  of  the 
most  serious  problems  in  attempt¬ 
ing  to  identify  cancers.  Cancer  of 
the  prostate  is  a  perfect  example. 
Less  than  5  percent  of  the  men  who 
have  this  condition  can  qualify  for 
total  cure.  “The  problem  is  that  in 
the  other  95  percent  the  cancer  has 
already  spread  beyond  the  prostate 
by  the  time  there  are  symptoms  and 
we  get  to  diagnose  them,”  says 
Charles  McKiel,  M.D.,  Chairman  of 
the  Department  of  Urology.  “That’s 
why  we  constantly  ask  for  rectal  ex¬ 
ams  at  all  annual  physicals.  Even  in 
those  cases  where  the  cancer  has 
spread  we  can  get  a  60  percent  five- 
year  survival  rate.  But  we  would  do 


much  better  if  we  could  catch  it  ear-| 
Her.” 

Surgeons  have  been  using  cryo¬ 
surgery,  a  technique  of  destroying! 
tissue  by  application  of  extreme f 
cold,  to  excise  prostate  tumors. 
The  results  have  been  excellent,  ! 
particularly  in  very  elderly  men,  i 
since  there  is  no  blood  loss.  For 
unexplained  reasons  there  also  has 
been  prompt  relief  of  bone  pain  and  i 
some  metastases  have  regressed.  | 
“Even  though  cryosurgery  has  |i 
shown  great  promise,  it  is  still  in  j 
the  experimental  stage,”  Dr.  McKiel  | 
says.  “We  still  need  to  work  out  1 
better  ways  of  controlling  the  freez-  f 
ing.”  I 

Dr.  McKiel  says  that  survival  j 
rates  are  going  up  dramatically  in 
testicular  cancer,  which  20  years  [ 
ago  was  considered  hopeless  and  i 
which  is  still  the  cancerthat  causes  | 
the  most  deaths  among  men  in  the  j 
20  to  40  year  old  age  group.  A  surg¬ 
ical  technique  for  this  cancer  pion¬ 
eered  by  Dr.  McKiel  is  now  being 
used  widely.  In  removing  the  lymph 
nodes,  which  drain  around  thetest- 
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Males  aged  30  to  50  who  smoke 
and  have  recurrent  irritable 
bladder  symptoms,  even  without 
blood  in  the  urine,  are  potential 
bladder  cancer  pa  tien  ts. 


Surgery  is  a  primary  therapy  for  cancer. 


ides,  it  had  been  standard  practice 
to  approach  the  area  through  the 
abdomen.  Dr.  McKiel’s  approach  is 
to  go  through  the  back,  using  a 
technique  common  in  kidney  surg¬ 
ery.  This  does  not  cause  any  ab¬ 
dominal  problems,  affords  a  better 
view,  and  is  generally  safer.  He  has 
performed  this  procedure  on  75  pa¬ 
tients  with  excellent  results. 

Some  preventive  measures  can 
be  taken  with  testicular  cancer.  Dr. 
McKiel  says,  because  this  type  of 
cancer  is  especially  common 
among  men  who  had  undescended 
testicles  as  children.  If  the  testicle 
is  left  undescended,  the  chances  of 
its  becoming  cancerous  increase 
I  fortyfold.  If  brought  down,  the  can¬ 
cer  risk  is  reduced  by  half. 

“Our  general  rule  is  that  if  a  testi¬ 
cle  is  undescended  by  the  age  of 
10,  it  should  be  removed.  Between 
the  ages  of  six  and  10,  it  should  be 
brought  down  and  biopsied.  If  it 
is  damaged,  it  should  be  removed.” 

Dr.  McKiel  also  treats  kidney  tu¬ 
mors,  for  which  the  prognosis  is 
usually  favorable.  As  a  rule,  kidney 
tumors  are  treated  by  removing  the 
entire  affected  kidney.  However,  as 
life  expectancy  increases,  tumors 
often  occur  in  the  other  kidney.  “We 
now  do  partial  removal  of  the  kid¬ 
ney  in  selected  patients.  This  way 
,  even  if  the  patient  later  develops 
cancer  in  the  second  kidney,  he  will 
have  a  portion  of  each  kidney  left.” 

I  Pain  is  a  serious  by-product  of 
1  cancer.  Most  cancer  specialists 
I  agree  that  pain  is  not  the  result  of 
»  primary  tumors  but  of  metastasis. 
Breast  cancer,  prostate  cancer, 
bladder  cancer,  and  other  cancers 
often  metastasize  to  the  bone  or 
nerve  ends.  Implants  in  ovarian  can- 
i  cer  can  cause  painful  bowel  ob¬ 
structions.  There  are  a  number  of 
options  for  relief  of  pain,  both 
through  neurosurgery  procedures 
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Immunology  laboratory 


and  through  the  Rush  Pain  Center. 

According  to  Walter  W.  Whisler, 
M.D.,  Chairman  of  the  Department 
of  Neurosurgery,  and  Charles  M. 
D’Angelo,  M.D.,  Assistant  Profes¬ 
sor  of  Neurosurgery,  cordotomy  is 
one  of  the  most  frequently  used 
neurosurgical  procedures  for  the  re¬ 
lief  of  pain. 

“The  spinal  cord  is  like  a  giant 
coaxial  cable  carrying  fiber  tracts  to 
and  from  the  brain,’’  explains  Dr. 
Whisler.  “We  determine  the  site  of 
the  pain  and  electrically  stop  the 
fiber  cords  that  are  carrying  pain  to 
this  site.  The  patient  is  awake,  and 
we  place  electrodes  on  the  skin. 
Ninety-nine  percent  of  the  cordot¬ 
omies  we  do  are  on  cancer  patients, 
mostly  patients  with  metastasis 
from  the  breast,  lung,  or  prostate.” 

Another  procedure  is  rhizotomy, 
where  a  specific  nerve  root  next  to 
the  spinal  cord  is  cut  to  knock  off 
nerves  to  the  chest  or  abdomen. 
Ninety  percent  of  these  patients 
have  cancer.  Finally,  there  is  stere¬ 
otactic  mesencephalotomy,  used 
almost  exclusively  on  cancer  pa¬ 
tients,  particularly  patients  with 
cancer  of  the  jaw  or  face  that  has 
spread  and  is  eating  through  the 
skull.  With  the  patient  awake  under 
local  anesthesia,  a  hole  is  made  in 
the  skull,  and  electrodes  are  placed 
in  an  appropriate  part  of  the  brain 
stem  to  cause  an  interruption  in  the 
pain  fiber  tract. 

Some  pain  patients  are  treated  by 
their  oncologist.  Others  are  referred 
to  Neurosurgery,  and  others  are  re¬ 
ferred  to  the  Rush  Pain  Center.  Max 
Sadove,  M.D.,  Chairman  of  the  De¬ 
partment  of  Anesthesiology  and 
Director  of  the  Pain  Center,  says 
that  the  center  is  “oriented  toward 
helping  the  patient  diminish  suffer¬ 
ing,  sorrow,  or  pain.  We  try  to  keep 
up  hope  and  a  good  mental  at¬ 
titude,  in  addition  to  alleviating 
pain.” 

Dr.  Sadove  usually  meets  with 
28 


Dr.  D’Angelo  and  Philip  S.  Epstein, 
M.D.,  Assistant  Professor  of 
Psychiatry,  to  evaluate  each  pain 
patient.  If  neurosurgery  is  not  indi¬ 
cated  and  the  problem  is  not  psych¬ 
iatric,  he  tries  to  block  the  nerves 
that  are  the  site  of  the  pain  with 
phenolcarbolic  acid  or  alcohol.  He 
is  totally  opposed  to  giving  narcot¬ 
ics  to  chronic  pain  patients  because 
of  the  problem  of  addiction.  “We’re 
always  looking  for  nonaddicting 
analgesics,”  he  says.  “That’s  our 
great  hope.” 

Neurosurgeons  also  treat  tumors 
of  the  brain  and  nervous  system 
and  are  conducting  research  on  sev¬ 
eral  cancer  problems.  The  depart¬ 
ment  is  participating  in  a  national 
study  of  brain  cancer  treatment  to 
test  experimental  drugs. 

Neurosurgery  is  performed  both 
to  excise  tumors  and  to  refine  or 
establish  diagnoses,  such  as  to 
establish  whether  a  spot  on  an  x- 
ray  film  is  a  tumor  or  a  blood  clot. 
Primary  brain  tumors  are  rare.  How¬ 
ever,  metastatic  tumors  of  the  brain 
and  spinal  cord  from  lung  cancer  or 
breast  cancer  are  common.  Trans- 
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penoidal  hypophysectomy  is  a 
common  procedure  used  to  stem  i 
the  growth  of  metastatic  tumors. 
With  the  aid  of  a  high-powered  mi¬ 
croscope,  the  neurosurgeons  make  h 
an  incision  inside  the  nose  to  re-  m 
move  part  of  the  pituitary  glands, 
which  contain  growth  hormones,  j: 
This,  for  a  time,  stops  tumor 
growth  and  even  causes  the  tumor  . 
to  shrink.  As  the  tumor  shrinks,  the  ; 
bone  pain  disappears.  If  there  is  i 
metastasis  to  the  spine,  the  neuro¬ 
surgeons  can  remove  a  vertebra  or 
parts  of  vertebrae  and  make  new  ' 
ones.  They  can  also  do  a  laminec-  ' 
tomy,  removing  the  bone  covering  ; 
the  back  part  of  the  spinal  cord  if 
the  tumor  is  in  the  back.  I 

A  treatment  to  relieve  blockage 
by  metastatic  breast  or  lung  tumor  i 
cells  that  get  into  the  spinal  fluid  is  | 
the  Omaya  Reservoir.  A  catheter  is  j 
placed  within  the  ventricles  of  the 
brain,  and  chemotherapeutic 
agents  are  injected  into  the  reser¬ 
voir  to  kill  the  tumor.  This  is  more  !' 
effective  than  conventional  chemo-  I 
therapy,  which  often  does  not  reach  1: 
the  brain.  The  injected  chemother-  i 


“VJe  believe  there  is  an 
association  between  an  ability 
to  make  an  immune  response 
and  a  malignancy.  ” 
—Henry  Gewurz,  M.D. 


apy  diffuses  through  the  system, 

! relieves  blockage  and  headache, 
iand  slows  the  tumor  down.  This  re¬ 
sults  in  a  slight  prolongation  of  life 
as  well  as  in  a  great  improvement  in 
the  quality  of  life,  relieving  pain, 
Idouble  vision,  and  other  problems 
caused  by  the  tumor. 

Several  other  research  projects 
are  also  underway.  Investigators  in 
Ithe  Department  of  Microbiology, 
j working  with  neurosurgeons,  are 
‘  developing  a  model  system  to  study 
brain  tumors  caused  by  viruses  in 
I  marmosets.  Analyses  of  the  spinal 
'  fluid  of  brain  tumor  patients  are  be- 
:,ing  made  in  the  hope  of  noting 
1; changes  in  the  fluid  on  the  basis  of 
‘Which  tests  can  be  developed  to 
jidentify  these  patients  eariy. 
Richard  D.  Penn,  M.D.,  Assistant 
’  Professor  of  Neurosurgery,  is  using 
*  computed  tomography  to  measure 
:the  growth  rate  and  vascularity  of 
brain  tumors. 

I  The  focus  of  the  Department  of 
.  Pharmacology  is  the  study  of  how 


anti-cancer  drugs  metabolize  in  the 
blood  to  determine  the  optimum 
dosage  and  to  understand  how 
these  agents  work. 

Paul  E.  Carson,  M.D.,  Chairman 
of  the  Department,  and  his  associ¬ 
ates,  specialize  in  the  relatively 
young  field  of  clinical  pharmacol¬ 
ogy,  collaborating  with  physicians 
at  the  bedside  to  learn  how  drugs 
work.  As  part  of  a  national  study 
group,  he  is  evaluating  the  effect¬ 
iveness  of  intravenous  infusions  of 
methotrexate,  a  common  anti¬ 
cancer  drug,  in  hospitalized  pat¬ 
ients  with  sarcoma,  a  relatively  rare 
bone  cancer.  Usually,  methotrexate 
is  given  orally  or  by  injection.  It  has 
been  found  that  it  is  possible  to 
give  much  higher,  and  therefore 
more  potent,  levels  of  the  drug  in¬ 
travenously. 

Evaluating  how  a  drug  works  in  a 
patient  is  a  highly  complex  process 
that  must  take  into  account  genetic 
factors,  the  constitution  of  the  pa¬ 
tient,  drug  metabolism,  and  the 
stage  of  the  tumor.  Dr.  Carson  is 
hoping  to  develop  a  “repertoire”  of 
drugs,  measuring  all  the  commonly 
used  drugs  to  see  how  they  work  in 
different  patients.  Ultimately,  he 
hopes  to  be  able  to  predict  how  a 
specific  drug  will  work  in  an  individ¬ 
ual  patient.  Such  information  will 
be  enormously  helpful  to  clinicians 
attempting  to  decide  on  the  type 
and  dosage  of  a  drug  to  give  a  can¬ 
cer  patient. 

One  of  the  most  important  prob¬ 
lems  in  cancer  is  how  the  body’s 
immune  system  responds  to  a  tu¬ 
mor.  Tumor  cells  are  immunologi- 
cally  different,  and  patients  who 
have  been  given  immunosuppress¬ 
ant  drugs  so  that  they  will  not  reject 
transplants  seem  to  have  a  higher 
incidence  of  tumors.  At  Rush,  an 
immunologic  profile  of  all  cancer 
patients  now  is  being  developed, 
coordinated  by  the  Department  of 
Immunology. 
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“Some  people  feel  that  the  im¬ 
mune  response  is  not  important,” 
says  Henry  Gewurz,  M.D.,  Chair¬ 
man  of  the  Department  of  Immun¬ 
ology,  one  of  only  two  full  depart¬ 
ments  of  Immunology  in  the  nation. 

“We  believe  that  there  is  an  as¬ 
sociation  between  an  inability  to 
make  an  immune  response  and  a 
malignancy.  We  have  a  number  of 
parameters  for  studying  this.  For 
example,  skin  tests.  We  take  a 
group  of  antigens  that  most  people 
have  been  exposed  to  and  put  them 
on  the  skin  to  see  if  there  is  an 
appropriate  reaction— for  example, 
tuberculin  or  mumps  skin  tests.  If 
the  patient  doesn’t  react,  the  indi¬ 
cation  is  that  there  is  something 
wrong  with  the  immune  system.” 
Other  tests  measure  the  levels  of 
antibodies,  study  the  presence  of 
naturally  occuring  antibodies, 
study  the  rate  of  blood  sediment 
action,  and  study  counts  of  certain 
types  of  cells.  The  object  of  the  Im¬ 
mune  Surveillance  Profile  is  to  get  a 
profile  of  the  condition  of  the  pa¬ 
tient’s  immune  system  and  watch 
how  it  develops  and  how  it  changes 
through  therapy.  The  program, 
which  began  in  January,  is  a  service 
to  all  the  cancer  programs  in  the 
Medical  Center  and  is  part  of  a  na¬ 
tional  effort  to  see  if  these  para¬ 
meters  are  valid,  and  to  assess  the 
impact  of  anti-cancer  treatment  on 
the  immune  system. 

Cancer  is  never  more  tragic  than 
when  it  affects  children.  Mila  lone 
Pierce,  M.D.,  a  pediatric  hematol¬ 
ogist,  has  been  treating  childhood 
tumors  since  1935. 

“Treating  any  child  with  cancer  is 
a  long-range  project,”  says  Dr. 
Pierce.  “First  the  initial  shock  of 
the  family  has  to  be  worked 
through.  Every  discipline  that  is  in¬ 
volved  should  be  introduced  at  this 
time,  including  the  pediatric  sur¬ 
geon,  the  oncologist,  the  nurse  on¬ 
cologist,  and  so  on.  We  try  to  set 
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up  a  program  that  causes  as  little 
trauma  to  the  child  as  possible.” 

For  the  past  20  years,  Dr.  Pierce 
has  been  working  with  the  Child¬ 
ren’s  Cancer  Group  A,  a  group  of 
pediatric  oncologists  in  the  major 
medical  centers  of  the  nation,  who 
work  together  to  develop  protocols 
for  treating  childhood  cancers. 
When  the  group  started  working  to¬ 
gether  in  the  late  1950s,  chemother¬ 
apy  for  leukemia  was  just  begin¬ 
ning.  A  very  small  number  of  leu¬ 
kemia  patients  lived  longer  than  a 
year.  Five-year  survival  was  under 
10  percent.  Since  1970,  there  has 


been  a  much  more  aggressive  ap¬ 
proach  to  therapy  of  childhood  leu¬ 
kemias.  In  addition  to  larger  doses 
of  chemotherapeutic  agents,  young 
leukemia  patients  also  receive  radi¬ 
ation  therapy  to  the  spine  and  skull, 
to  prevent  leukemic  involvement  of 
the  central  nervous  system.  Today, 
at  least  50  percent  of  the  first  remis¬ 
sions  (disease-free  states)  last  as 
long  as  three  years,  and  the  project¬ 
ed  five-year  survival  rate  is  50  per¬ 
cent. 

Wilm’s  Tumor  of  the  kidney  is  a 
curable  cancer  of  children.  If  the 
tumor  is  localized,  it  is  surgically 


Left  to  right:  Padma  Balasubramanian, 
M.D.,  and  Mila  I.  Pierce,  M.D.,  with  i 
leukemia  patient.  (e 

- - - - - — .  |[ 

removed.  Radiation  therapy  is  not 

used  in  infants  because  it  might  re-  r 
tard  the  growth  of  the  spine.  Even  if  • 
the  tumor  extends  beyond  the  kid-  j 
ney,  it  can  be  cured  by  chemother-  I 
apy.  The  cure  rate  is  better  than  70  j 
percent,  although  this  is  reduced  I 
somewhat  if  the  tumor  metastas¬ 
izes  to  the  lung.  I 

The  prognosis  for  neuroblasto-  ; 
ma,  a  cancer  of  the  sympathetic 
nervous  system,  is,  however,  very 
poor.  Children  may  be  born  with  j 
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I  ‘We  are  very  honest.  Most  of 

our  children  know  they  have  cancer  and 
that  cancer  may  be  fatal,  but  also  that 
!  the  cancer  may  be  arrested  or  cured. . .  .” 

\  —Mila  Pierce,  M.D. 

! 

1 

I 

I 


this  cancer.  Often  it  is  in  the  adre¬ 
nal  glands.  It  is  usually  large  before 
it  is  found  and  by  that  time  may 
have  spread  into  the  blood,  bone, 
iand  bone  marrow,  causing  con¬ 
siderable  pain  and  discomfort.  It  is 
I  very  resistant  to  drug  therapy.  Dr. 
Pierce  says  that  an  intensive,  na¬ 
tionwide  effort  is  now  underway  to 
i  develop  new  anti-cancer  drugs  that 
will  improve  the  results  in  treatment 
of  neuroblastoma. 

In  dealing  with  children  who  have 
I  cancer,  health  professionals  have 
found  that  honesty  is  the  best  pol¬ 
icy. 

“We  are  very  honest.  Most  of  our 
children  know  they  have  cancer  and 
that  cancer  may  be  fatal,  but  also 
that  the  cancer  may  be  arrested  or 
I  cured,  with  treatment,”  says  Dr. 

;  Pierce.  “They  are  told  this  at  a  time 
I  when  they  are  feeling  well  and  in 
remission.  They  see  other  children 
with  other  kinds  of  cancer  who  are 
also  under  treatment  when  they 
come  to  the  outpatient  office,  and, 
seeing  that  they,  too,  are  well,  gain 
reassurance.  The  worst  problem  is 
their  friends.  School-age  children 
can  be  unkind,  and,  not  infrequent¬ 
ly,  they  taunt  the  child,  telling  him 
he’s  going  to  die  to  demonstrate 
their  own  superiority.” 

Emotional  support  for  cancer  pa¬ 
tients  is  critical.  The  Department  of 
Pediatrics  has  a  staff  of  four  psych¬ 
ologists  who  help  provide  support. 
“Cancer  doesn’t  always  mean  dy¬ 
ing.  It’s  also  living,”  says  Cecilia 
Brocken,  Ph.D.,  Director  of  the 
Pediatric  Psychology  Program. 
“You  have  to  cope  with  that,  too. 
There  are  such  things  as  losing 
your  hair  and  having  to  go  to  school 
like  that.  As  much  as  possible,  you 
I  encourage  kids  to  be  in  school  and 
j  stay  in  school.”  Role  playing  is  of¬ 


Cecilia  Brocken,  Ph.D.,  director  of  ped- 
'  iatric  psychology,  counsels  two  young 
cancer  patients. 


ten  used  with  the  children.  Dr. 
Brocken  acts  out  reactions  and 
questions  they  might  get  in  school, 
so  they  can  develop  appropriate  re¬ 
sponses  to  them.  But  mostly  what 
Dr.  Brocken  does  is  listen,  and  give 
the  children  and  the  families  an  op¬ 
portunity  to  express  their  feelings. 

“You  get  attached  to  the  children. 
When  they  die,  it’s  a  personal  loss 
for  you,  too,”  Dr.  Brocken  says.  “It’s 
very  routine  for  doctors,  nurses  and 
psychologists  who  work  with  child¬ 
ren  to  go  to  the  wakes,  send  notes, 
cards,  and  invite  the  family  back.” 

“You  grieve  with  them  and  for 
them,”  says  Gary  R.  Strokosch, 
M.D.,  Assistant  Professor  of  Pedi¬ 
atrics  and  Director  of  the  Adoles¬ 
cent  Unit.  Dr.  Strokosch  also  em¬ 
phasizes  the  importance  of  working 
with  the  families  of  young  cancer 
victims. 

“A  lot  of  things  happen  in  a  fam¬ 
ily  when  a  child  gets  cancer.  Par¬ 
ents  become  overprotective  of  the 
other  children  and  worry  about  whe¬ 
ther  the  disease  runs  in  the  family. 
They  develop  inappropriate  notions 
of  how  to  protect  the  other  child¬ 


ren  in  the  family  from  the  disease.” 

During  the  period  of  treatment. 
Dr.  Strokosch  tries  to  work  with  the 
family  as  much  as  possible.  If  the 
patient  dies,  he  contacts  the  family 
afterwards  “to  see  how  things  are 
going,  and  to  give  them  a  chance  to 
talk  it  out.” 

One  focus  of  research  in  the  field 
of  eye  tumors  has  centered  on  find¬ 
ing  ways  of  treating  retinoblasto¬ 
ma,  a  rare  hereditary  tumor  of  the 
retina  in  children,  and  malignant 
melanomas  of  the  charoid  in  adults 
without  removing  the  eye.  Working 
with  Dr.  Hendrickson,  William  F. 
Hughes,  M.D.,  Acting  Chairman  of 
the  Department  of  Ophthalmology, 
has  developed  a  method  of  local  ir¬ 
radiation  as  an  alternative  to  surg¬ 
ical  treatment  of  small  melanomas. 
This  is  done  either  by  implanting 
radon  needles  surgically  over  the 
tumor  in  the  sclera,  or  by  placing  a 
radioactive  iridium  wire  suture  on 
the  sclera.  The  results  have  been 
successful,  with  patients  surviving 
tumor-free  or  with  the  tumor  arrest¬ 
ed  and  with  vision  remaining  un¬ 
impaired.  Retinal  blastema  is  us- 


ually  evident  before  the  child  reach¬ 
es  the  age  of  two  years.  If  it  appears 
in  both  eyes,  the  worse  of  the  two 
eyes  is  removed  and  the  tumor  in 
the  other  eye  is  treated  with  radia¬ 
tion,  laser  photo  coagulation,  or 
both.  The  prognosis  depends  pri¬ 
marily  on  the  size  and  type  of  the 
tumor  and  on  the  stage  it  is  in 
when  found. 

Primary  bone  cancers  are  rare 
forms  of  cancer,  but  metastasis  to 
the  bone  is  frequent  after  breast, 
lung,  cervix,  and  other  common 
cancers. 

The  standard  therapy  for  primary 
bone  and  cartilage  tumors  is  ampu¬ 
tation  of  the  affected  limb  followed 
by  multi-agent  chemotherapy.  A 
new  prosthetic  device  developed  by 
Jorge  O.  Galante,  M.D.,  Chairman 
of  the  Department  of  Orthopedic 
Surgery,  may  make  it  possible  to 
avoid  amputation  of  some  bone  and 
cartilage  tumors.  The  device  was 
implanted  in  baboons  and  now  has 
been  tried  on  a  number  of  human 
patients  with  good  results. 

The  prosthesis  is  made  of  a 
meshed  titanium  material.  It  has 
been  found  that  bone  grows  very 
quickly  in  and  around  such  mater¬ 
ial.  Whole  segments  of  cancerous 
bones  are  removed  and  the  pros¬ 
thesis  is  inserted.  New  bone  begins 
to  grow  in  and  around  the  prosthes¬ 
is,  and  amputation  is  avoided. 

In  the  case  of  metastatic  bone 
cancer,  orthopedic  surgeons  at¬ 
tempt  to  strengthen  the  bone  to 
prevent  fractures  that  would  further 
incapacitate  patients.  They  insert 
pins,  screws,  and  intermedullary 
nails  to  strengthen  the  bone.  Cur¬ 
rent  basic  research  in  the  depart¬ 
ment  is  focusing  on  inhibitors  in 
cartilege  that  prevent  cancer  and  on 
evaluating  whether  or  not  these  in¬ 
hibitors  could  be  used  to  prevent 
cancer  in  other  parts  of  the  body. 

Living  with  cancer  brings  not 
only  physical  and  emotional  stress, 
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but  also  financial  hardship.  “Many 
families  of  cancer  victims  have 
enormous  financial  problems,” 
says  Flora  Balanag,  M.S.W., 
Director  of  the  Social  Services  De¬ 
partment. 

“Private  insurance  plans  are  lim¬ 
ited,”  she  explains.  “Many  pay  only 
80  percent  of  the  bills.  That  sounds 
pretty  good  in  theory,  but  over  a 
long  period  of  treatment  the  20  per¬ 
cent  the  patient  has  to  pay  can  add 
up  to  an  enormous  amount  of  mo¬ 
ney,  particularly  if  he  is  not  earning 
while  he  is  spending.” 

Ms.  Balanag  and  her  staff  help 
patients  in  need  apply  for  public 
aid,  social  security,  job  benefits, 
and  other  types  of  financial  assis¬ 
tance  available  to  them.  But  it  can 
be  a  painful  process. 

“It’s  very  hard  for  people  who 
have  been  steady  workers  all  their 
lives  to  deal  with  the  need  for  finan¬ 
cial  assistance,”  she  says.  “We 
must  make  sure  that  the  patient  is 
able  to  maintain  his  dignity  and 
pride  while  asking  for  help.” 

There  are  many  community  re¬ 
sources,  and  the  Social  Service  De¬ 
partment  can  help  the  cancer  pa¬ 
tient  and  his  family  make  appropri¬ 
ate  use  of  them.  Services  may  range 
from  help  in  obtaining  wheelchairs 
and  other  appliances  to  arranging 
for  homemakers  or  other  home  care 
services. 

The  focus  of  social  work  activity 
is  to  keep  the  family  intact  and  en¬ 
able  its  members  to  live  as  normal  a 
life  as  possible  under  the  circum¬ 
stances.  Cancer  patients  face  form¬ 
idable  obstacles  in  doing 
this— changes  in  the  usual  family 
roles  may  be  necessary;  employers 
may  be  reluctant  to  hire  someone 
with  a  history  of  cancer;  adjustment 
to  mutilating  surgery  is  difficult. 
Social  Service  interviews  are  geared 
toward  evaluating  the  home  situa¬ 
tion  and  assessing  the  ability  and 
willingness  of  the  patient  and  other 
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family  members  to  cope  with  the 
stresses  and  changes  brought 
about  by  chronic  illness.  Efforts  are  j 
directed  toward  reinforcing  I 
strengths  and  supplying  support 
during  periods  of  crisis.  The  impor¬ 
tance  of  preserving  hope  is  always 
kept  in  mind. 

Raymond  N.  Miller,  M.D.,  was 
the  psychiatric  consultant  in  the 
planning  of  the  Rush  Cancer  Cen¬ 
ter,  and  he  has  participated  in  a 
number  of  national  symposia  on  the 
emotional  problems  of  cancer  pa-  i 
tients.  I 

He  is  called  in  to  help  cancer  pa-  ^ 
tients  when  they  are  going  through 
an  emotional  reaction  to  their  ; 
awareness  of  the  disease  or  to  i 
their  awareness  of  dying  and  when  I 
the  patient’s  emotional  problems  « 
make  him  difficult  for  the  nursing  ■ 
staff  to  handle. 

“The  major  fears,  after  patients 
get  over  their  fear  of  dying,  are  the 
fear  of  loss  of  financial  support, 
fear  of  their  families’  and  society’s 
reaction  to  their  illness,  and  fear  of  ' 
being  an  invalid.  The  more  drastic-  : 
ally  the  disease  affects  their  life-  i 
style,  the  stronger  the  emotional 
reaction  will  be.  As  long  as  it 
doesn’t  change  what  they  normally  , 
do,  they  can  use  denial.  Once  it 
interferes  with  their  lifestyle,  they 
can  have  strong  reactions.” 

The  most  common  reactions, 
says  Dr.  Miller,  are  depression  and 
pain,  and  changes  in  behavior  in 
relation  to  social,  work,  and  sexual 
activities.  Another  problem  faced 
by  the  psychiatrist  is  helping  a  i 
spouse  to  understand  the  nature  of 
the  patient’s  illness  and  then  help¬ 
ing  the  spouse  to  realize  either  that 
the  patient  will  not  die  or  how  to 
cope  with  the  prospect  of  death  if  it 
is  a  terminal  case. 

“You  can’t  approach  a  cancer  pa¬ 
tient  the  way  you  approach  a  regul-  | 
ar  psychiatric  patient,”  says  Dr.  ! 
Miller.  “You  have  to  have  a  good  ; 
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understanding  of  both  physical  and 
emotional  illness.  You  have  to  un¬ 
derstand  ho\w  patients’  physical 
problems  affect  their  emotional 
well-being. 

“Most  of  the  patients  are  very 
happy  just  to  have  someone  to  talk 
to,”  he  says.  “The  dying  patients  go 
through  a  mourning  reaction  when 
they  become  aware  of  their  immin¬ 
ent  death.  It’s  important  to  help 
them  understand  their  behavior.” 

“At  catastrophic  moments, 
people  go  back  to  basic  faith.  Spir¬ 
itual  life  and  prayer  become  very 
important  and  ultimate  values  be¬ 
come  the  center  of  focus,”  says 
Rev.  Bernard  Pennington,  M.  Div., 
Director  of  Clinical  Pastoral  Servi¬ 
ces  in  the  Department  of  Religion 
and  Medicine. 

“We  have  had  a  strong  pastoral 
care  program  here  for  all  patients 
since  1968,  and  several  of  our  staff 
specialize  in  working  with  cancer 
patients.  Our  chaplains  get  very 
humanly  involved  with  patients.  We 
try  not  to  be  detached.  We  want  to 
be  personally  involved.  But  we 
bring  an  overt  ministry  only  when  it 
is  appropriate.  We  take  the  patient 
at  his  invitation  and  on  his  own 
terms. 

“While  the  problems  of  dying  pa¬ 
tients  are  of  great  concern  to  the  six 
permanent  staff  members  and  four 
pastoral  residents,  sometimes  our 
job  is  to  convince  a  patient  that  he 
is  not  going  to  die,  that  his  cancer 
has  truly  been  arrested  and  that  he 
is  going  to  live;  cancer  and  death 
are  not  to  be  equated.  We’re  also 
quick  to  get  with  the  families  of 
cancer  patients,  since  they  are  of¬ 
ten  frightened,  and  they  are  as 
much  patients  to  us  as  the  patient 
himself. 

“The  pastoral  care  staff  is  on  call 
24  hours,  and  is  prepared  to 
!  give  patients  as  much  time  as  they 
tneed.  We’re  on  the  patient’s  time 


“Sometimes  our  job  is  to  convince  a  patient 

that  he  is  not  going  to  die, 
that  his  cancer  has  been  arrested. . . 
cancer  and  death  are  not  to  be  equated.  ” 
—Rev.  Bernard  Pennington,  M.Div. 


schedule.  His  or  her  personal  ad¬ 
justment  to  illness  is  our  primary 
task,  and  to  listen  to  the  patient  in 
his  moments  of  pain  and  stress  is 
of  foremost  importance  in  the  pro¬ 
cess  of  healing.” 

“Giving  personal  time  and  sus¬ 
tenance,”  as  Rev.  Pennington  calls 
it,  is  emotionally  fatiguing  for  the 
chaplains. 

“We  also  have  to  take  care  of  our 
caretakers,”  he  says.  “We  help 
them  overcome  the  pain  of 
what  they  have  to  experience.  They 
can  come  back  to  our  office  and  cry 
if  they  have  to.” 

The  pastoral  care  group  has  been 
involved  in  a  number  of  programs  to 
aid  cancer  patients.  In  1971,  the 
American  Cancer  Society  provided 
the  department  with  a  grant  for  the 
establishment  of  a  cancer  care  fel¬ 
lowship.  The  holder  of  the  Fellow¬ 
ship  and  Rev.  Pennington  worked 
with  Dr.  Taylor  in  his  office  and  ac¬ 
companied  him  on  hospital  rounds. 
When  funds  ran  out,  the  program 


Rev.  Bernard  Pennington,  M.Div. 
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was  discontinued.  Recently,  how¬ 
ever,  through  a  fund-raising  cam¬ 
paign  organized  by  the  widow  of  a 
patient,  a  small  sum  has  been  ob¬ 
tained  for  a  fellowship  and  it  will  be 
reinstituted. 

Rev.  Pennington  was  also  instru¬ 
mental  in  helping  establish  the 
American  Cancer  Society’s  Cancer 
Call-PAC  with  Georgia  Photopol- 
ous,  the  founder  of  Call-PAC.  He 
and  Mrs.  Photopolous  met  when 
they  were  both  visiting  a  young 
woman  attorney  who  was  dying  of 
cancer. 

Cancer  Call-PAC  is  a  24-hour  ser¬ 
vice  whereby  patients  or  family 
members  can  speak  with  a  volun¬ 
teer,  clergyman,  or  other  interested 
person  and  discuss  their  feelings, 
fears,  or  concerns  about  their  own 
case  or  the  illness  of  a  loved  one. 

The  kind  of  pastoral  counselor 
who  works  with  cancer  patients 
must  be  especially  mature  and  sure 
of  himself  or  herself  as  well  as  be¬ 
ing  professionally  sensitive  to  hu¬ 
man  suffering.  Rev.  Pennington 
says. 

At  Rush-Presbyterian-St.  Luke’s 
Medical  Center  every  aspect  of  can¬ 
cer  is  attacked— the  symptoms,  the 
underlying  biology,  the  effects.  The 
multidisciplinary,  multifaceted  ef¬ 
fort  at  this  medical  center  is  one 
important  part  of  the  enormous  na¬ 
tional  effort  to  attack  the  cancer  di¬ 
seases.  Each  year,  new  discoveries 
signal  new  hope  that  the  work  being 
done  at  Rush  and  at  other  major 
medical  centers  like  it  will  result  in 
cancer  being  eradicated.  Until  that 
goal  is  reached,  the  all-consuming 
effort  goes  on.® 
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Why  Nurses 
Are  Becoming 
“Doctors” 


By  Bernadette  Doran 


As  systems  for  patient  care  become 
more  sophisticated  and  demand¬ 
ing,  the  requirements  for  profes¬ 
sionals  who  deliver  the  systems  be¬ 
come  more  exacting.  For  health 
care  professionals  in  general,  it 
means  the  best  educational  and 
clinical  preparation  possible;  for 
nurses  in  particular,  it  means  prep¬ 
aration  enhanced  by  doctoral-level 
education. 

To  meet  the  changing  needs  of 
the  nursing  profession.  Rush  Col¬ 
lege  of  Nursing,  with  the  help  of  a 
$300,000  Bush  Foundation  grant,  is 
Ideveloping  a  doctoral  program  for 
!  nurses  to  begin  in  the  fall  of  1977.  It 

I  is  the  next  logical  step  for  the  Col¬ 
lege,  which  currently  offers  pro¬ 
grams  leading  to  the  Bachelor  of 
Science  and  Master  of  Science  de¬ 
grees,  both  with  a  major  in  nursing, 
and  post-master’s  study  in  geriatric 
j  nursing. 

.i(  Although  the  progression  is  logi- 
ijcal  for  the  College,  the  concept  of 
I  doctoral  education  is  still  embry- 
ionic  in  the  nursing  profession, 
j  “Nursing  is  what  one  might  call  a 
!  late  bloomer.  It’s  been  around  for  a 
I  long  time,  but  it  stayed  in  an  ado- 
J  lescent  stage  of  training,”  says 
I  Luther  P.  Christman,  R.N.,  Ph.D., 

I  Vice  President,  Nursing  Affairs, 

I  and  Dean,  College  of  Nursing. 

I  For  much  of  its  existence,  the 
j  nursing  profession  groomed  stu- 
I  dents  and  practitioners  in  the  same 
]  place— the  hospital— until  training 
moved  slowly  to  the  academic  com¬ 
munity.  Even  today,  a  baccalaur¬ 
eate  degree  is  not  essential  for 
1  entry  into  the  field,  which  can  be 
gained  through  licensure  or  an 
associate  of  arts  degree;  and,  of  the 
million  and  one-half  men  and 
women  who  are  nurses,  only  1,200 
have  doctoral  level  education. 

But  the  evolution  toward  better 
education  is  beginning,  precipita¬ 
ted  by  both  the  knowledge  explos¬ 
ion  that  began  in  the  1950s  and  the 
demand  for  better  training  by  more 
sophisticated  health  care  systems 
that  require  it.  As  nurses  found 
themselves  in  more  responsible  and 
I  more  accountable  roles,  the  need 
1  for  advanced  education  became  ob- 
;  vious. 


“We’re  talking  about  nurses  hav¬ 
ing  intellectual  and  training  status 
equivalent  to  other  advanced  scien¬ 
tists  and  practitioners,”  says  Dr. 
Christman.  “If  nurses  are  going  to 
be  professional,  they  have  to  have 
professional  education.  No  other 
profession  declares  itself  a  profes¬ 
sion  and  gets  accepted  with  less 
than  university  training.” 

The  changing  role  of  the  nurse  is 
typified  by  professional  demands  at 
Rush-Presbyterian-St.  Luke’s.  “At 
the  medical  center,  nurses  have  a 
fourfold  professional  role:  to  teach, 
to  practice,  to  do  research,  and  to 
manage.  They  cannot  be  purists,” 
says  Yvonne  Munn,  R.N.,  Ph.D., 
Assistant  Vice  President,  Nursing 
Affairs,  and  Associate  Dean,  Col¬ 
lege  of  Nursing  and  College  of 
Health  Sciences.  “If  a  nurse  doesn’t 
combine  research  with  practice, 
she  can’t  implement  delivery  sys¬ 
tems,  and  doctorally  prepared 
nurses  can  bridge  the  gap  between 
research  and  practice.” 

Indeed,  the  doctorally  prepared 
nurse  finds  that  a  variety  of  options 
are  available.  According  to  a  report 
soon  to  be  released  by  the  U.S.  De¬ 
partment  of  Health,  Education  and 
Welfare,  15,000  unfilled  positions 
require  nurses  with  doctorates — 
positions  ranging  from  appoint¬ 
ments  to  the  faculty  of  university 
nursing  programs  to  clinical  prac¬ 
tice. 

“Doctorally  prepared  nurses  are 
needed  to  function  not  in  one  arena 
but  in  all,”  says  Lucille  Davis,  R.N., 
Ph.D.,  coordinator.  Graduate  Clini¬ 
cal  Specialist  Program,  Geriatric- 
Gerontological  Nursing.  “Doctoral- 
level  education  provides  research 
skills.  To  be  able  to  investigate  is¬ 
sues  that  are  relevant  to  clinical 
nursing — in  fact,  to  be  able  to  raise 
the  right  kind  of  clinical  questions 
in  the  first  place— the  nurse  needs 
research  skills  as  well  as  a  clinical 
base.” 

Even  if  the  nurse  chooses  not  to 
be  directly  involved  with  doing  her 
own  research,  she  can  effect  its  im¬ 
plementation.  “There  are  doctorally 
prepared  nurses,”  says  Anne 
Neeley,  R.N.,  Ph.D.,  chairperson. 
Obstetrics  and  Gynecological  Nurs¬ 


ing,  “who  are  not  in  research  posi¬ 
tions  but  in  department  head  posi¬ 
tions  that  require  clinical  practice, 
teaching,  and  administration.  That 
affords  them  a  beautiful  opportuni¬ 
ty  to  implement  clinically  what  is 
done  in  research.” 

Others  agree  that  clinical  man¬ 
agement  is  a  more  necessary  role 
for  doctorally  prepared  nurses, 
particularly  while  their  numbers  re¬ 
main  small.  “If  nurses  with  doctor¬ 
ates  flock  to  clinical  practice,  I 
think  a  large  number  won’t  know 
what  to  do  with  themselves  and  in¬ 
stitutions  won’t  know  what  to  do 
with  them.  What  does  a  D.N.  do  as 
a  staff  nurse?”  says  Sue  Hegyvary, 
R.N.,  Ph.D.,  chairperson.  Medical 


Sue  Hegyvary,  R.N.,  Ph.D.,  and  Luther 
Christman,  R.N.,  Ph.D. 


Nursing;  director.  Clinical  Research 
Center  for  Nursing;  associate  pro¬ 
fessor,  College  of  Nursing,  and  as¬ 
sistant  professor.  College  of  Health 
Sciences.  “Cther  roles  are  easier  to 
carve  out.  In  the  immediate  future, 
it  will  be  more  likely  that  a  doctoral¬ 
ly  prepared  nurse  will  be  in  the  pri¬ 
mary  care  setting  as  an  individual 
practitioner  or  in  a  managerial  posi¬ 
tion,  such  as  department  head, 
keeping  contact  with  and  control 
over  the  day-to-day  operations  of 
clinical  nursing  practice.  That  pro¬ 
vides  the  opportunity  for  both  direct 
clinical  involvement  and  direct  re¬ 
search  involvement.” 

Some  areas  of  patient  care  in 
both  the  hospital  and  community 
setting  need  to  be  more  adequately 
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addressed  where  the  doctorally  pre¬ 
pared  nurse  could  be  instrumental. 
Management  of  a  population  for 
which  no  physician  is  available  is 
one  such  area,  according  to  Dr. 
Christman.  “Under  a  grant  from  the 
Regional  Medicine  Program  one 
summer,  nurses  managed  a  vaca¬ 
tion  population  in  Kentucky,”  he 
says.  “The  gamut  of  primary  en¬ 
counters  was  taken  care  of,  and  the 


population  was  provided  with  care 
it  never  had  before.”  In  the  hospital 
setting  there  are  other  roles  that  do 
not  require  graduate  medical  educa¬ 
tion,  such  as  patient  teaching  in 
management  of  chronic  illness,  ac¬ 
cording  to  Dr.  Hegyvary. 

But  the  wide  range  of  options  for 
thedoctorally  prepared  nurse  raises 
a  question.  What  should  be  the  ma¬ 
jor  thrust  of  the  doctoral  program 
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for  nurses  and,  therefore,  what  de¬ 
gree  should  be  granted?  Which 
would  be  more  viable  for  nurses: 
the  Ph.D.,  which  has  the  reputation 
of  being  a  research  degree,  or  the 
D.N.  or  D.N.S.,  which  denotes— 
like  the  M.D.  or  the  D.D.S.— the 
highest  level  of  professional  train¬ 
ing,  but  which  is  a  fairly  new  and 
unknown  degree? 

In  a  symposium  called  “Should 
Nurses  Be  ‘Doctors’  ”  held  recently 
by  the  Medical  Center,  speaker 
Helen  K.  Grace,  R.N.,  Ph.D.,  Col¬ 
lege  of  Nursing,  University  of  Illi¬ 
nois,  reported  the  findings  of  a  1973 
survey  illuminating  the  differences 
among  the  nine  schools  then  offer¬ 
ing  a  doctoral  program  in  nursing. 
Four  offered  the  Ph.D.,  three  the 
D.N.S.,  one  the  Ed.D.,  and  one  the 
D.N. 

“The  Ph.D.  is  typically  a  research 
degree  and  I  don’t  see  the  appropri¬ 
ateness  of  preparing  nurses  with 
doctorates  just  as  researchers,” 
says  Dr.  Hegyvary.  “But  as  far  as 
what’s  appropriate  for  nursing  in 
general,  it’s  hard  to  say.  I’m  leery 
about  the  D.N.,  because  it  creates 
another  degree  that  does  not  yet 
have  legitimacy  in  the  academic 
community,  particularly  with  nurs¬ 
ing  not  having  had  a  true  profes¬ 
sional  status  to  this  point. 

“The  D.N.  is  a  clinical,  profes¬ 
sional  doctorate,  the  highest  level 
of  preparation  in  a  professional 
area,  comparable  to  the  M.D.  or  the 
J.D.,”  she  explains.  “Even  though 
the  J.D.  is  a  relatively  recent  de¬ 
gree,  the  field  of  law,  like  the  field 
of  medicine,  has  a  longstanding 
professional  reputation;  because  of 
the  professional  and  social  status 
of  those  two  fields,  their  degrees 
never  would  be  questioned.  But  a 
D.N.  would  not  have  the  same  kind 
of  legitimacy.” 

In  agreement  about  the  difference 
in  recognition  and  status  among 
degrees.  Dr.  Davis  says,  “The  D.N. 
as  a  professional  degree  doesn’t 
have  the  track  record  of  the  Ph.D. 
Until  we  get  to  the  point  of  having 
that  critical  mass  of  nurses  with  a 
professional  degree  who  can  dem¬ 
onstrate  they  have  the  knowledge 
and  skills  appropriate  to  the  roles 
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they  are  carrying  out,  the  D.N.  will  i 
remain  an  unknown  quantity.” 

For  these  reasons,  many  nurses  i 
with  doctoral  training  have  pursued  ! 
a  Ph.D.  in  a  related  science  field  i 
instead  of  the  D.N.  But  they  have  ! 
found  that  the  degree  can  detract  \ 
from,  rather  than  enhance,  their  i 
professional  status  as  a  nurse.  “Be-  I 
cause  my  Ph.D.  is  in  sociology,”  !| 
explains  Dr.  Davis,  “people  will  say,  I 
‘You’re  a  sociologist,  not  a  nurse.’  | 
On  the  other  hand,  an  M.D.  can  get  i| 
a  Ph.D.  in  sociology  but  no  one  I 
would  think  him  less  of  a  physi-  I 
cian.”  |t 

Despite  its  relative  newness,  the  I 
D.N.  could  resolve  such  dilemmas,  ;j 
according  to  Dr.  Christman.  “Other  I 
scientists  and  practitioners— physi-  >i 
cians,  dentists,  architects,  and  en-  : 
gineers— all  have  their  own  profes- 
sional  degree,”  he  says.  “I  believe 
it’s  time  that  nurses  accepted  a  pro- 
fessional  degree  as  having  more  ;! 
merit  than  a  Ph.D.”  || 

In  addition,  the  D.N.  would  more  |r 
clearly  define  the  professional 
orientation  of  the  doctorally  pre-  | 
pared  nurse.  “We  can  use  the  field  if 
of  engineering  for  comparison,”  ex-  s 
plains  Dr.  Christman,  “which  has 
both  Ph.D.  engineers  and  Doctors 
of  Engineering.  Ph.D.s  are  con- 
cerned  with  theoretical  problems;  N 
Doctors  of  Engineering  are  con- 
cerned  with  real-world  problems. 

“For  professional  practice,  the  i 
professional  degree— certification  | 
of  clinical  competence  at  the  doc-  I 
toral  level— is  preferable,”  he  adds.  |; 
“The  D.N.  indicates  very  advanced  i 
professional  training,  not  just  ad¬ 
vanced  research  training.” 

Even  with  a  degree  in  hand,  the 
nurse  may  find  that  the  new  image  : 
of  the  profession  could  take  some  r 
getting  used  to.  “We’ve  seen  a  lot  of 
changes  already  in  the  image  of  the 
nurse  from  someone  who  just  fol¬ 
lows  the  doctor’s  orders  to  a  profes¬ 
sional  who  can  make  decisions  and 
judgments  about  care,”  says  Dr. 
Davis.  “Nurses  are  being  expected  i 
to  function  in  a  collaborative  way.  i 
The  nurse  is  neither  a  completely  ; 
dependent  nor  a  completely  inde¬ 
pendent  practitioner;  she  must 
function  interdependently,  as  do  all 


other  health  care  professionals.” 

An  understanding  of  a  new  image 
largely  depends  on  the  nurse,  ac¬ 
cording  to  Dr.  Christman.  “There 
has  to  be  a  change  in  the  nurse’s 
attitude,”  he  says.  “Health  profes¬ 
sionals  have  a  certain  amount  of 
shared  competence  and  shared 
power,  which  means  better  patient 
care  delivery.  Service  must  be  intel¬ 
lectual  and  scientific  as  well  as 
humanistic  to  be  valuable  to  the 
public  it  serves.  Nurses  can’t  retreat 
into  a  historic  posture.” 

The  success  of  collaborative 
health  care  for  better  patient  care 
also  depends  a  great  deal  upon  the 
institution,  and  the  Medical  Center 
is  prototypical  in  this  way.  “The 
quality  of  practice  starts  with  the 
way  an  institution  operates,”  ex¬ 
plains  Dr.  Hegyvary.  “If  a  master’s 


or  doctorally  prepared  clinical  spec¬ 
ialist  goes  into  a  rigidly  organized 
institution  that  has  old-fashioned 
ideas  about  what  a  nurse  ought  or 
ought  not  to  do,  innovations  won’t 
be  supported  by  people  in  manage¬ 
ment  positions.  Here  at  the  Medical 
Center,  we’ve  approached  it 
through  organizational  structure, 
beginning  with  support  at  the  pres¬ 
idential  and  vice-presidential  levels. 
The  entire  college  and  nursing  ser¬ 
vice  have  been  established  jointly 
to  enable  combined  roles,  and  this 
management  structure  facilitates 
change  in  the  quality  of  care.” 

Models  are  currently  in  operation 
to  develop  interdependent  health 
care  teams,  including  the  National 
Joint  Practice  Committee  of  Nurses 
and  Physicians  and  the  National  In¬ 
terstate  Joint  Practice  Commis¬ 


sion.  “There  are  going  to  be  hospi¬ 
talwide  joint  practice  committees 
as  well  to  make  their  combined 
roles  more  useful  to  patients,”  says 
Dr.  Christman. 

“The  demand  systems  of  patients 
should  be  the  main  basis  for  the 
construction  of  models  of  care.  In 
this  manner,  the  strategy  of  cooper¬ 
ation  can  be  given  clear  ground 
rules.  Participation  by  partnership 
could  replace  negotiation  by  task,” 
wrote  Dr.  Christman  in  “Education 
of  the  Health  Team,”  published  in 
the  July  13,  1970,  issue  of  the  Jour¬ 
nal  of  the  American  Medical  As¬ 
sociation.  “Care  is  multidimension¬ 
al  in  many  of  its  elements.  Each 
discipline  represents  one  portion  of 
the  skills  necessary  to  carry  the  pa¬ 
tients  through  the  period  of  diagno¬ 
sis,  treatment,  and  rehabilitation. 
What  is  necessary  are  organization¬ 
al  mechanisms  that  can  encourage 
the  innovative  use  of  the  total  ac¬ 
cumulation  of  all  the  skills.  Shared- 
power  models,  with  inputs  and  re¬ 
sponsibilities  based  on  individual 
competence,  offer  one  way  to  ac¬ 
complish  this  purpose.  Workers  will 
be  more  committed  and  innovative 
when  they  experience  the  profes¬ 
sional  excitement  that  comes  from 
this  type  of  collaboration  in  care, 
because  it  will  stimulate  their  own 
growth  and  add  to  their  usefulness 
to  patients.”® 

Bernadette  Doran  is  an  editor  and  free-lance 
writer. 
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A  descendant  of  Benjamin  Rush,  an 
internationally  renowned  educator 
and  public  servant,  a  Mayor  who 
called  himself  “living  testimony”  to 
our  excellent  patient  care,  a  Lieu¬ 
tenant  Governor  whose  four  chil¬ 
dren  were  born  at  the  Medical  Cen¬ 
ter,  and  some  1 ,300  trustees,  lead¬ 
ers  in  the  health  professions,  edu¬ 
cators,  alumni,  benefactors,  and 
friends,  took  part  in  the  September 
14  dedication  of  the  Academic  Fac¬ 
ility  of  Rush  University  of  Rush- 
Presbyterian-St.  Luke’s  Medical 
Center. 

“The  objective  of  great  patient 
care  cannot  be  achieved  without  a 
full  involvement  in  all  aspects  of 
higher  education  and  inquiry,”  said 
Edward  McCormick  Blair,  Chairman 
of  the  Medical  Center.  “It  is  that 
spirit  that  guides  Rush  University. 
It  is  that  spirit  we  ask  you  to  help  us 
keep  alive  in  the  years  ahead.” 

James  A.  Campbell,  M.D.,  Pres¬ 
ident  of  Rush-Presbyterian-St. 
Luke’s,  presided  at  the  ceremony 
and  declared  the  $24,500,000  build¬ 
ing  formally  dedicated  “to  the  Glory 
of  God  and  the  service  of  mankind,” 
the  motto  of  the  Medical  Center. 

The  “open  air”  ceremony  was 
held  at  ground  level  under  the  new 
building,  whose  first  floor  actually 
begins  at  the  fourth  level.  There,  it 
bridges  the  Chicago  Transit  Author- 


Rush 

University 

Dedication 


ity  elevated  tracks  and  is  linked  to 
other  Medical  Center  buildings. 

Major  dedicatory  addresses  were 
given  by  McGeorge  Bundy,  Presi¬ 
dent  of  the  Ford  Foundation,  and 
Alexander  Rush,  M.D.,  Medical  Di¬ 
rector  of  the  Benjamin  Franklin 
Clinic,  Philadelphia.  (See  articles 
by  Mr.  Rush  and  Mr.  Bundy  on 
pages  42  and  44 ).  Dr.  Rush  is  a  de¬ 
scendant  of  Benjamin  Rush,  the 
physician  signer  of  the  Declaration 
of  Independence  in  whose  honor 
Rush  University  is  named. 

Chicago  Mayor  Richard  J.  Daley, 
who  proclaimed  September  14 
“Rush  University  Day  in  Chicago,” 
added  his  own  words  of  welcome 
and  said,  “I  have  seen  firsthand  the 
dedication,  the  skill,  and  the  genius 
of  the  men  and  women  of  medicine 
who  are  here  at  the  Medical  Center. 
I  have  seen  the  efficiency.  I  have 
experienced  the  kindness.  And  I  am 
happy  to  say  that  I  am  living  testi¬ 
mony  to  the  results.”  Over  two 
years  ago.  Mayor  Daley  was  a  surgi- 


James  A.  Campbell,  M.D.,  Mayor  Richard  J.  Daley,  and  Lieutenant  Governor  Neil  F 
Hartigan. 


cal  patient  at  the  Medical  Center,  [ 
following  a  stroke.  ] 

Illinois  Lieutenant  Governor  Neil  | 
F.  Hartigan,  participating  on  behalf  j 
of  the  people  of  Illinois,  said  “this  | 
magnificent  university  stands  both  | 
literally  and  figuratively  as  a  bridge  I 
between  the  academic  research  j 
areas  of  higher  education  and  the  ! 
day-to-day  need  for  quality  health  \ 
care  for  individual  human  beings.”  i 
Mr.  Hartigan  allowed  himself  a  per-  \ 
sonal  note  to  say  that  “the  four  best  I 
things  that  have  happened  at  Pres-  j 
byterian-St.  Luke’s  are  all  red-  ! 
heads,”  then  named  his  children.  I 
The  dedication  culminated  a  i 
week  of  activities  during  which  sev-  ^ 
eral  thousand  people  toured  the  i 
new  Academic  Facility.  On  Septem-  i 
ber  9,  a  special  luncheon  was  held  | 
for  corporate  contributors  to  the  i 
Medical  Center.  September  10  was  i 
the  “Open  House,”  when  a  special  i 
preview  was  held  for  members  of 
faculties,  medical,  house  and  pro¬ 
fessional  staff,  students,  employ¬ 
ees,  and  all  members  of  the  Rush- 
Presbyterian-St.  Luke’s  Medical 
Center  family.  On  September  13, 
the  Alumni  Association  of  Rush 
Medical  College  held  a  series  of 
dedication  symposia  in  the  new  ' 
building  in  connection  with  the  i 
group’s  annual  meeting. 


Guests  browse  in  the  Rare  Book  Room 
of  the  new  Library. 


McGeorge  Bundy  and  Alexander  Rush. 
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Exterior  view  of  the  new  Rush  University  building 


Edward  McCormick  Blair 

Chairman  of  the  Trustees 


Rush  University  is  one  of  the  na¬ 
tion’s  newest  institutions  of  higher 
learning  devoted  wholly  to  the  train¬ 
ing  and  education  of  professionals 
for  the  health  field.  Its  roots,  how¬ 
ever,  go  back  al most  1 40  years. 

The  Academic  Facility  is  the  first 
of  18  buildings  on  the  Rush-Presby- 
terian-St.  Luke’s  Medical  Center 
campus  to  take  its  identity  from 
Rush  University.  Learning  experi¬ 
ences  based  here  will  go  far  beyond 
our  campus.  They  will  involve  the 
faculty  and  students  with  all  pro¬ 
grams  of  the  Medical  Center,  10 
hospitals  and  health  care  institu¬ 
tions  in  Chicago  and  Northern  Illi¬ 
nois,  and  14  Midwestern  colleges 
and  universities  in  the  Rush  Aca¬ 
demic  Network.  Rush  graduates 
entering  careers  in  service  will 
carry  forward  a  unique  tradition, 
strengthening  the  ranks  of,  and  pro¬ 
viding  leadership  for,  the  health 
professions  in  the  state  and  the  na¬ 
tion. 

For  sharing  this  ideal  and  partici¬ 
pating  in  its  realization,  the  Trust¬ 
ees  respond  with  deepest  apprecia¬ 
tion  to  the  medical  and  professional 
staffs  and  faculties,  the  students 
and  their  families,  all  employees  of 
the  Medical  Center,  the  public  and 
private  institutions  that  supported 
our  efforts,  and  the  many  good 


friends  whose  foresight  and  gener¬ 
osity  made  this  academic  achieve¬ 
ment  possible. 

James  A.  Campbell,  M.D. 

President 


In  five  years.  Rush  University  has 
progressed  from  a  concept  to  an 
active  campus  embracing  three  col¬ 
leges— Rush  Medical  College,  the 
College  of  Nursing,  and  the  College 
of  Health  Sciences.  It  has  held  its 
second  commencement.  Its  student 
body  is  close  to  the  1 ,000  mark,  and 
will  double  in  the  next  five  years. 

The  great  energies  that  the  facul- 


After  dedication,  Mr.  Biair  chats  with 
Mrs.  Lou  W.  Beck  who  estabiished  the 
I.W.  Waynick  Fund  in  honor  of  her 
father,  a  Rush  Medical  College 
graduate,  class  of  1 883. 


ties  have  devoted  to  the  innovative 
curricula  and  self-disciplined  criter¬ 
ia  of  this  new  university  are  expres¬ 
sed  in  a  building  designed  by  them 
for  their  students.  Here  in  the  Aca¬ 
demic  Facility  of  Rush  University 
are  the  physical  prerequisites  for 
classroom  instruction,  laboratory 
research,  and  private  study— a 
$24,500,000  investment  in  educa¬ 
tion  for  the  health  professions. 

For  Rush-Presbyterian-St.  Luke’s 
Medical  Center,  the  most  important 
structural  elements  of  the  Academ¬ 
ic  Facility  are  those  that  link  it  to 
the  patient  care  facilities  of  Presby- 
terian-St.  Luke’s  Hospital,  the  Pro¬ 
fessional  Building,  and  the  John¬ 
ston  R.  Bowman  Health  Center  for 
the  Elderly.  It  will  be  even  more  im¬ 
portant  for  our  students— future 
physicians,  nurses,  medical  tech¬ 
nologists,  scientists,  researchers, 
and  managers— whose  education 
will  include  intensive  clinical  exper¬ 
ience,  firsthand  observation  of 
specialists  ministering  to  those 
presenting  a  wide  variety  of  di¬ 
seases  and  injuries. 

To  these  students  I  would  ad¬ 
dress  a  personal  word.  Concern  for 
the  patient  is  the  unifying  force 
which  will  bind  your  humanity  to 
your  sciences,  your  service  to  your 
education,  and  yourselves  to  one 
another.  It  makes  each  specialty 
more  special  as  it  becomes  a  part  of 
the  whole.  We  wish  you  Godspeed.o) 
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Rising  on  steel  and  concrete  pillars 
to  a  height  of  six  stories,  the  Aca¬ 
demic  Facility  of  Rush  University 
bridges  the  Chicago  Transit  Author¬ 
ity  elevated  tracks  at  the  fourthfloor 
level.  Supports  are  designed  so  that 
an  additional  six  to  eight  stories 
can  be  added  should  future  growth 
require  additional  facilities.  Still 
more  space  can  be  created  by  clos¬ 
ing  in  the  open  area  where  the  col¬ 
umns  stand. 

This  unusual  architectural  solu¬ 
tion  responds  to  a  number  of  fac¬ 
tors  and  challenges:  utilization  of  a 
narrow,  long,  and  busy  urban  strip 
along  Paulina  Street  adjoining  the 
Medical  Center;  provisions  for  fu¬ 
ture  expansion;  traffic  flow;  posi¬ 
tioning  of  academic  and  patient 
care  elements  of  the  Medical  Cen¬ 
ter;  and  ability  to  move  ahead  on 
construction  without  disrupting  pa¬ 
tient  care  and  other  programs. 

To  solve  noise  problems  present¬ 
ed  by  the  rapid  transit  line  over 
which  the  Academic  Facility  is 
built,  acoustical  controls  include  a 
sand-filled  heavy  concrete  block 
wall  with  sealed  joints  covered  with 
sound-absorptive  panels,  reflective 
hard  membranes,  and  “flocking”  of 
the  structure  with  acoustical  fibers. 
So  effective  are  these  controls  that 


Unusual 
Challenges 
and  an 
Architectural 
Response 


passage  of  trains  goes  virtually  un¬ 
noticed. 

The  aluminum  and  solar  gray 
glass  “skin”  of  the  block-long  facili¬ 
ty  presents  a  shining,  streamlined 
horizon.  Considerations  in  choice 
of  materials  included  the  need  for 
lightweight  materials  required 
by  the  cantilevered  construction 
as  well  as  easily  cleanable  mater¬ 
ials  that  will  permit  the  building  to 
look  as  new  50  years  from  now  as  it 
does  today. 

Special  attention  was  given  to  ef¬ 
fects  created  by  choice  of  materials 
and  color.  Against  a  generally  mon¬ 
ochromatic  background,  incorpor¬ 
ating  natural  woods  and  neutral 
colors,  are  juxtaposed  richer,  deep¬ 


er  colors.  Skylights  permitting  na¬ 
tural  light  from  outdoors  to  pene¬ 
trate  into  inner  offices  enhance  the 
decorative  motif.  The  effect  sought, 
and  achieved,  is  warm,  light,  airy, 
dignified,  and  quiet.  , 

The  Academic  Facility  employs 
the  relatively  new  concept  of  inter¬ 
stitial  space— working  space  be¬ 
tween  floors  high  enough  for  a  per-  t 
son  to  stand.  Because  renovation 
and  modernization  costs  are  tradi¬ 
tionally  high  in  facilities  that  must 
keep  pace  with  new  developments 
in  science  and  health  technology, 
architects  designed  work  areas  be-  | 
low  the  fourth  floor,  between  the  ; 
fifth  and  sixth,  and  above  the  sixth, 
where  engineers  can  make  neces¬ 
sary  mechanical  system  adapta-  , 
tions  without  knocking  out  a  wall  or  ' 
disturbing  the  users  below.  This  j 
will  reduce  substantially  renovation  [ 
costs  in  the  future.  I 

Pedestrian  bridges  connect  the 
fourth  level  (really  the  first  floor,  , 
which  is  up  in  the  air)  with  the  park-  S 
ing  garage  across  Paulina  Street  t 
and  the  Johnston  R.  Bowman  it 
Health  Center  for  the  Elderly.  There  jt 
are  also  connections  at  the  fourth  i 
and  fifth  levels  to  Presbyterian-St.  I 
Luke’s  Hospital  and  at  the  fifth  level  | 
to  the  Professional  Building.®  ? 
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Dr.  Benjamin  Rush  did  not  found 
Rush  Medical  College,  but  such  an 
act  would  have  been  entirely  in 
keeping  with  his  character.  Dr. 
Rush  had  demonstrated  his  deep 
interest  in  the  education  of  the  new 
America  by  founding  Dickinson 
College  in  1773  and  subsequently 
taking  an  active  role  in  the  estab¬ 
lishment  of  its  neighboring  Franklin 
and  Marshall  College  in  1785.  It  is  a 
likely  supposition  that  Dr.  Daniel 
Brainard  was  so  influenced  by  Dr. 
Rush’s  views  and  activities  in  the 
field  of  education  that  he  named  his 
new  medical  school,  founded  in 
1837,  after  the  distinguished  phys¬ 
ician  and  patriot. 

Medical  education  in  America 
has  passed  through  a  number  of 
important  phases,  reflecting  for  the 
most  part  the  changing  needs  of 
society  and  changing  economies. 
In  the  mid-18th  century,  there  were 
no  medical  schools,  and  only  a  for¬ 
tunate  few  were  able  to  journey  to 
Edinburgh  or  Leyden  for  formal 
schooling.  The  majority  of  “doc¬ 
tors”  or  “surgeons”  had  received  no 
formal  education,  and  were  unlic¬ 
ensed,  self-appointed  practitioners 
who  had  learned  by  experience  or 
by  being  apprenticed  to  successful 
practitioners. 

Of  the  five  physicians  who  signed 
the  Declaration  of  Independence 
only  one.  Dr.  Rush,  had  earned  a 
degree  in  medicine.  Upon  graduat¬ 
ing  from  the  College  of  New  Jersey 
at  Princeton  at  age  15,  Rush  was 
apprenticed  to  Dr.  John  Redman,  a 
graduate  of  Edinburgh  and  a  phys¬ 
ician  practicing  in  Philadelphia.  He 
endured  the  status  of  apprentice  for 
“five  and  a  half  years  with  only  11 
days  absence.”  (Present  day  house 
officers  take  note!)  Apparently  rec¬ 
ognizing  the  limitations  of  an  ap¬ 
prentice  system  undisciplined  by 
scholarly  thinking.  Rush  went  to 
the  University  of  Edinburgh,  where 
he  came  in  contact  with  the  most 
distinguished  faculty  of  scholars 
and  scientists  that  had  ever  been 
assembled  in  the  English-speaking 
world.  After  completing  his  disser¬ 
tation  and  receiving  his  medical  de¬ 
gree,  he  remained  in  England.  It 
was  here  the  spark  was  generated 
that  was  to  ignite  his  turbulent  spir¬ 
it.  He  strengthened  friendships 
with  Drs.  John  Morgan  and  William 
Shippen,  both  of  Philadelphia. 
These  two  returned  to  America  in 
1760,  and  by  1764  the  Trustees  of 
the  College  of  Philadelphia  (now 
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Some 
Reflections 
on  Medical 
Education  in 
America 
Today 

Excerpts  from  the  remarks  of  Alex¬ 
ander  Rush,  M.D.,  Associate  Pro¬ 
fessor  of  Clinical  Medicine,  Un¬ 
iversity  of  Pennsylvania  School 
of  Medicine,  and  Medical  Direc¬ 
tor,  The  Benjamin  Franklin  Clinic. 
Dr.  Rush  is  a  direct  descendant 
of  Benjamin  Rush. 


Alexander  Rush,  M.D. 

the  University  of  Pennsylvania) 
were  prevailed  upon  to  establish  the 
first  medical  school  in  the  Colon¬ 
ies. 

New  York  City  was  then  a  rapidly 
growing  commercial  seaport  filled 
with  several  thousand  sailors  “of 
dubious  morals  and  health.”  For 
their  dubious  morals,  there  were 
some  500  waiting  prostitutes.  For 
their  health,  there  was  “little  but  the 
hope  that  they  were  not  bringing 
smallpox  to  the  city!” 

It  was  to  answer  the  needs  of  the 
community  that  Dr.  Samuel  Bard, 
with  a  handful  of  others  equally 
concerned,  petitioned  the  Governor 
of  Kings  College  (now  Columbia 
University)  for  a  “school  of 
physick”  and  later  for  a  new  hospi¬ 
tal  that  was  to  emphasize  the  triad 
of  clinical  practice,  teaching,  and 
research.  The  university  schools, 
however,  had  not  yet  attained  sig¬ 
nificant  influence  in  the  field  of 
medical  education.  Proprietary 
schools  assumed  dominance  of  the 
medical  scene.  These  privately 
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owned  for-profit  institutions  were 
an  outgrowth  of  the  informal  ap-  | 
proach  of  early  colonial  times.  A  |' 
tuition  fee  and  little  more  than  an  :| 
ability  to  read  and  write  were  all  j 'j 
that  they  required  for  admission. 

The  next  great  era  in  medical  ed-  : 
ucation  followed  the  appearance  of  ' 
the  Flexner  report  in  1910.  In  a  sur-  ; 
prisingly  short  period,  the  diploma  (i 
mills  faded  into  oblivion  and  the  i 
university  schools,  which  embraced  i| 
the  scientific  approach  to  the  study  ’ 
of  disease  and  the  care  of  patients, 
became  ascendant.  Initially,  the  itj 
chiefs  of  service  were  either  practic-  ;l| 
ing  physicians  or  physicians  who  : 
only  recently  had  retired  from  the 
practice  of  medicine.  A  generation 
of  physicians  grew  up  striving  to  ip 
emulate  their  chiefs,  who  were  f 
usually  gifted  in  human  wisdom,  iji 
superb  in  clinical  judgement,  and  Ij 
imbued  with  genuine  compassion  ;; 
for  the  sick  and  injured.  This  gener-  i 
ation  learned  from  their  teachers  | 
what  was  required  to  be  a  success- 
ful  practicing  physician:  the  sci- 
ence  as  well  as  the  art  of  medicine. 

World  War  II  was  followed  by  the 
introduction  of  a  dazzling  array  of  ' 
discoveries  and  techniques  that  led  p 
to  another  great  era  in  medicine. 
Spurred  by  Sputnik  I,  awed,  and  i' 
perhaps  not  a  little  frightened,  the  i 
federal  government  quickly  made  i 
available  millions  of  dollars  for  re-  j 
search  and  training  in  the  sciences.  ' 

The  universities,  including  their  ! 
medical  schools,  were  not  slow  to  I 
take  advantage  of  this  opportunity. 
Government  grants  flowed  freely  to 
educational  institutions  in  a  posi-  i 
tion  to  expand  academic  and  med-  i 
ical  research.  Positions  as  directors  ‘ 
and  department  chairmen  were  [’ 
given  to  academicians  who  had  I 
demonstrated  ability  to  obtain  re-  j 
search  and  training  grants,  thereby 
bringing  prestige  and  money  to  the 
university. To  these  new  leaders  fell  j 
the  responsibility  of  training  a  new 
generation  of  young  physicians. 

It  is  not  surprising  that  the  direc¬ 
tion  of  their  efforts  was  toward  the  i 
production  of  “graduates  steeped  in  i 
the  basic  sciences  and  nurtured  to 
become  faculty  and  hospital-based 
specialists.”  The  researcher  and 
medical  scientist  soon  assumed 
positions  of  reverence  in  the  eyes  of 
students,  while  the  practicing  phys¬ 
ician,  with  his  deep  interest  in  the 
patient,  became  looked  upon  as  j 
some  sort  of  second-class  profes¬ 
sional. 

I 

_ 


Some  1,300  attended  the  dedication. 


Emphasis  became  centered  on 
disease  and  what  modern  scientific 
technology  might  be  able  to  do 
about  it,  not  upon  the  unfortunate 
being  afflicted  with  the  disease. 
The  voluntary  practicing  physician 
who  chose  to  remain  on  a  university 
faculty  frequently  had  added  to  his 
academic  title  the  qualifying  word 
“clinical”  to  distinguish  him  from 
his  elite  full-time  colleague. 

This  attitude  spread  to  admis¬ 
sions.  Faced  with  more  applicants 
than  they  could  handle,  admissions 
committees  began  to  rely  almost 
exclusively  upon  grades  and  test 
scores  to  select  future  doctors. 
How  often  have  I  heard  it  said  of  a 
candidate,  “I  wish  we  could  admit 
him,  he  would  make  a  great  doctor, 
but  his  grades  and  test  scores  indi¬ 
cate  that  he  could  not  survive  the 
intensely  competitive  academic 
environment!”  Not  enough  weight 
has  been  given  to  those  strengths 
of  character  that  American  society 
has  long  expected  in  its  physicians: 
honesty,  integrity,  maturity,  judge¬ 
ment,  and,  most  important  of  all, 
compassion. 

As  a  consequence  of  the  pre¬ 
occupation  with  advancing  the  sci¬ 
ence  of  medicine,  educational  plan¬ 
ning  committees  today  find  them¬ 
selves  in  the  difficult  position  of 
having  hastily  put  together  sections 
or  departments  of  family  practice  in 
order  to  meet  the  current  demands 
for  physicians  better  attuned  to  in¬ 
dividual  and  societal  needs.  How 


many  individuals  on  a  full-time 
medical  faculty  in  a  typical  univer¬ 
sity  setting  are  qualified  by  exper¬ 
ience  to  teach  total  care  of  the  pat¬ 
ient  and  family?  The  answer  is  few, 
if  any,  and  certainly  not  enough. 
Recent  graduates  in  medicine  pos¬ 
sess  an  awesome  knowledge  of  the 
basic  pathophysiology  of  disease 
coupled  with  supreme  confidence 
in  the  ability  of  medical  technology 
to  solve  all  their  problems.  What 


they  lack  is  a  compassionate  ap¬ 
proach  to  the  patient,  who  so  often 
is  bewildered,  frightened,  and  des¬ 
perately  in  need  of  human  under¬ 
standing.  It  is  indeed  sad  to  wit¬ 
ness  a  young  physician’s  failure  to 
make  the  best  use  of  his  superb 
medical  knowledge  because  his  in¬ 
difference  or  lack  of  understanding 
prevents  him  from  obtaining  the 
confidence  of  his  patient. 

Why  do  I  take  this  occasion  to 
criticize  the  American  system  of 
medicai  education  that  has  brought 
us  to  such  a  high  level  of  scientific 
skill?  Because,  upon  studying  the 
policies  and  programs  of  graduate 
medical  education  at  Rush  Univer¬ 
sity  and  Rush-Presbyterian-St. 
Luke’s  Medical  Center,  I  believe 
Rush  is  way  out  in  front  on  the  path 
to  meet  the  new  challenges  and 
needs  of  our  American  society.  By 
supporting  a  balanced  program  of 
patient  care,  education,  and  re¬ 
search,  Rush  has  retained  vitally 
important  ingredients  for  training  of 
needed  physicians. 

What,  in  my  opinion,  is  of  the 
greatest  importance  is  the  prece¬ 
dent  of  employing  voluntary  phys¬ 
icians  as  preceptors  who,  by  their 
example,  will  set  high  standards  of 
preception  and  performance.  The 
basic  philosophy  of  this  institution 
would  undoubtedly  earn  the  ac¬ 
claim  of  Dr.  Benjamin  Rush,  whose 
name  it  so  proudly  bears. o) 


Foreground:  John  S.  Graettinger,  M.D.,  Dean,  Faculty  Affairs,  and  Director, 
Graduate  and  Continuing  Medical  Education;  left  to  right:  James  A.  Campbell, 
M.D.;  Neil  F.  Hartigan,  Lieutenant  Governor  of  Illinois;  McGeorge  Bundy,  President 
of  the  Ford  Foundation;  Richard  J.  Daley,  Mayor  of  Chicago;  Alexander  Rush,  M.D., 
and  Edward  McCormick  Blair. 
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As  I  read  the  record,  the  achieve¬ 
ment  being  celebrated  today  rests 
upon  three  fundamental  building 
blocks:  first,  a  mixture  of  purposes 
that  is  both  intellectually  strong 
and  socially  defensible;  second,  a 
mixture  of  contributions  that  you 
have  recognized  as  equally  indis¬ 
pensable— the  work  of  the  pro¬ 
fessional,  the  time  and  money  of 
the  concerned  citizen,  and  the  sup¬ 
port  of  public  authorities;  and  third, 
an  understanding  among  all  parties 
to  the  enterprise  that  the  diverse 
purposes  of  the  institution  cannot 
be  met,  and  the  varied  contribu¬ 
tions  of  its  constituencies  cannot 
be  effective,  without  some  shared 
commitment  to  the  institution  as  a 
whole— to  the  university  as 
such— and  not  merely  to  its  di¬ 
verse  parts  and  parties. 

If  this  understanding  of  your 
achievement  is  even  partly  right,  it 
carries  lessons  for  the  whole  world 
of  the  research  university  in  the 
United  States.  Most  of  these  les¬ 
sons  are  those  your  experience 
teaches  directly.  First,  there  is  not 
an  inherent  conflict  between  out¬ 
standing  research  and  first-class 
care.  It  is  an  illusion  to  set  the  ivory 
tower  and  the  workaday  world  in 
opposition  to  each  other.  In  the  end 
they  live  together  or  neither  lives 
well. 

A  second  proposition  is  equally 
simple:  There  is  no  first-class  uni¬ 
versity  which  does  not  recognize 
the  rights  and  roles  of  more  than 
one  constituency.  I  have  been  a 
faculty  dean,  and  I  have  argued  that 
if  one  should  have  to  choose  to  put 
one  constituency  ahead  of  another, 
the  faculty  must  come  first. 

But  when  such  choice  has  to  be 
made,  in  terms  of  confrontation, 
something  is  already  wrong.  Your 
example  teaches  the  lesson  that  the 


McGeorge  Bundy 

quality  of  investigation,  the  integ¬ 
rity  of  teaching,  and  the  execution 
of  concerned  professional  service 
require  understanding  and  support 
from  a  wider  world  than  that  which 
is  informed  by  the  intellectual 
choices,  however  powerful  and 
imaginative,  of  individual  scholars 
and  scientists. 
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Excerpts  from  the  remarks  of 
McGeorge  Bundy 
President,  The  Ford  Foundation 
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I 

The  third  and  largest  lesson  l| 
would  draw,  however,  is  one  I  do 
not  dare  to  pull  from  your  experi¬ 
ence.  I  draw  it,  rather,  from  a  more 
general  observation  of  the  condi¬ 
tion  of  higher  learning  in  America. 

It  is  the  lesson  of  the  need  for  un¬ 
derstanding  of  these  institutions  by 
all  whose  future  depends  upon  their 
continuing  help  and  strength,  and 
especially  for  a  renewal  of  such 
understanding  in  our  federal  gov-i 
ernment.  i 

What  we  need  is  nothing  less 
than  a  renewal  of  a  basic  partner¬ 
ship  between  the  federal  govern¬ 
ment  and  the  research  university,  I 
which  began  in  the  middle  of  World  | 
War  II  and  flourished  for  almost  ai 
quarter  of  a  century— and  which  \ 
has  been  gravely  damaged  over  the 
past  10  years.  | 

Let  me  illustrate  this  difficulty  i 
from  a  single  field— that  of  federal  ■ 
support  for  basic  research.  Since  it  \ 
reached  its  high  point  in  1968,  the  ! 
level  of  federal  support  for  basic  j 
scientific  investigation  has  de-  i 
dined,  in  constant  dollar  terms,  by  i 
more  than  20  percent.  - 

And  what  was  even  more  serious  l 
than  the  economic  damage  was  a  I 
decline  of  mutual  trust  and  confid-  j 
ence.  One  need  not  believe  that  all  I 
of  the  responsibility  fell  on  one  side  I 
to  recognize  that  in  the  past  10  | 
years  there  has  been  a  growing  gap  | 
of  mutual  understanding  between  ( 
the  American  government  and  the  i 
American  scientific  community,  i 
Perhaps  the  scientists  assumed  too  || 
readily  that  the  relatively  open  and  jj 
expanding  environment  of  the  Fif-  ‘I 
ties  and  early  Sixties  could  contin-  i 
ue  indefinitely.  Certainly  they  did  ;j 
not  anticipate  that  on  the  side  of 
the  federal  government  the  original  | 
notion  of  a  partnership  forcommon 
basic  purposes  might  be  replaced  j 


Dr.  and  Mrs.  David  I.  Cheifetz  and  Rush  University  Library 
Director  William  Kona. 


Left  to  right:  James  A.  Hunter,  M.D.;  James  A.  Campbell, 
M.D.;  Alexander  Rush,  M.D.;  and  McGeorge  Bundy. 
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Eternal  and  loving  God,  we  sincere¬ 
ly  thank  You  for  the  coming  of  this 
day  of  celebration  and  dedication. 
Accept  our  gratitude  for  those 
whose  vision  and  work  have  made 
this  academic  facility  possible,  for 
those  who  saw  the  need  and  who 
dared  to  dream,  to  act,  and  to  give. 
For  administrators,  architects,  con¬ 
tractors,  and  workers  who  planned, 
designed,  and  built.  For  teachers 
and  scientists  who  may  now  use 
their  abilities  more  fully.  For  stu¬ 
dents  who  have  accepted  the  disci- 


Invocation 

plines  of  medical  learning.  For  the 
thousands  of  people  in  this  city  and 
beyond,  in  both  the  past  and  the 
present,  who  have  labored  for  the 
benefit  of  this  institution  and  its 
mission  of  healing  and  help.  We 
thank  You  Lord.  We  pray  You  will 
bless  this  renewed  venture  of  ser¬ 
vice  and  medical  education.  As  life 
comes  within  these  walls,  we  dedi¬ 
cate  ourselves  to  the  training  of 
physicians,  nurses,  and  health  pro¬ 
fessionals  who  have  a  genuine  con¬ 
cern  for  their  patients,  an  aware¬ 


ness  of  disease  of  all  people  in  this 
society,  a  devotion  to  the  truth,  and 
a  commitment  to  excellence  in  all 
facets  of  medical  education  and 
practice.  Sustain  and  guide  all  who 
seek  knowledge  and  skill  here, 
grant  them  strength,  courage,  and  a 
continuing  idealism  that  does  not 
wane.  This  we  ask  in  the  name  of 
Jesus  Christ,  Our  Lord.  Amen. 

The  Rev,  Ross  M.  Ludeman 
Community  Presbyterian  Church 
Clarendon  Hills,  Illinois 
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jin  many  agencies  by  the  concept  of 
a  mere  purchase  of  services.  One 
qualified  set  of  observers  put  the 
change  this  way: 

j  “With  regard  to  the  support  of  re- 
isearch,  universities  are  viewed  as 
ione  among  many  types  of  compet¬ 
ing  institutions  that  can  provide 
luseful  information  to  mission-or- 
jiented  federal  agencies.  Research 
(results  are  a  commodity  that  agen¬ 
cies  can  purchase  as  necessary 
from  universities  or  any  other  com¬ 
petent  supplier.”* 

The  misunderstanding  here  is 
fundamental.  The  fact  is  that 
ineither  basic  research  nor  the  uni¬ 
versity,  which  is  the  principal  Amer¬ 
ican  home,  can  flourish  if  subjected 
to  tests  and  values  of  the  commer¬ 
cial  market  place.  Nor  can  the  long- 
run  needs  and  interests  of  the  fed¬ 
eral  government  be  met  merely  by 
the  purchase  of  mission-oriented 
'  research  results. 

Fortunately,  the  true  view  of  the 
matter  is  neither  strange  nor  new.  It 
|is  the  view  exemplified  in  this  uni- 
jversity,  that  there  is  no  inherent 
! conflict  between  basic  research  and 
effective,  daily  application  of  what 
is  known  and  understood.  Thus, 
investigators  of  this  institution,  I 
am  sure,  would  agree  with  what 
was  written  almost  20  years  ago  in  a 
report  that  was  warmly  welcomed 
by  President  Eisenhower. 

“The  most  impractical  thing  that 
can  be  done  in  designing  and  dir¬ 
ecting  programs  of  scientific  re¬ 
search  is  to  worry  overmuch  about 
how  ‘practical’  they  are.” 


'Outlook  and  Opportunities  for  Graduate 
Education,  The  Final  Report,  With  Recom¬ 
mendations  of  the  National  Board  on  Grad¬ 
uate  Education,  Washington,  1975,  p.  77. 


It  is  equally  unwise  to  suppose 
that  the  quality  and  quantity  of  sci¬ 
entific  investigation  are  best  meas¬ 
ured  by  the  standards  of  the  time 
clock  or  the  cost  accountant.  The 
extraordinary  achievements  of 
American  science  and  scholarship 
over  the  quarter  century  between 
1943  and  1968  were  based  upon  dif¬ 
ferent  concepts  altogether— those 
of  partnership  and  trust. 

Yet,  I  am  as  far  as  can  be  from 
urging  that  scientists  or  anyone 
else  should  be  excepted  from  the 
basic  social  requirements  of  fiscal 
integrity  and  intellectual  account¬ 
ability.  My  point  is  precisely  that 
these  high  standards  can  never  be 
enforced  by  a  distant  bureaucracy, 
but  only  by  the  mutually  reinforcing 
constituencies  of  a  university  that 
has  its  own  unbreakable  commit¬ 
ment  to  integrity  and  excellence. 

The  federal  government  is  not,  of 
course,  the  only  critically  important 
contributor  for  better  or  worse  to 
the  American  university.  Indeed, 
the  diversity  of  its  economic  sup¬ 
port  is  yet  another  unique  and 


happy  element  in  the  historic  pat¬ 
tern  in  which  Rush  University  is 
such  an  unusual  exemplar. 

It  is  fortunate  for  the  American 
university  world  that — even  in  its 
decades  of  greatest  prosperity  and 
expansion  —  its  leaders  never  as¬ 
sumed  they  should  turn  to  Wash¬ 
ington  alone.  The  appeal  for  renew¬ 
al  of  mutual  trust  and  partnership, 
which  is  increasingly  heard  today, 
would  be  much  less  persuasive  if  it 
did  not  rest  on  a  deep  foundation  of 
self-confidence  and  autonomous 
strength. 

Rush  University,  along  with  its 
boldness,  exemplifies  this  self-con¬ 
fidence  and  strength,  just  as  it 
exemplifies  the  indestructible  con¬ 
nection  between  science  and  ser¬ 
vice. 

From  such  a  platform,  it  is  fair 
to  speak  to  those  who  make  deci¬ 
sions  in  our  government  and  ask 
them  quite  simply  for  a  renewal  of 
the  national  partnership  between 
government  and  the  university  in 
pursuit  of  excel lence.o) 
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In  his  biographies  it  is  stated 
simply:  Benjamin  Rush— patriot, 
physician,  and  psychiatrist  (1745- 
1813). 

To  some  he  was  innovative  and 
daring,  while  others  thought  him 
revolutionary;  to  some  he  was  de¬ 
termined,  to  others  compulsive  and 
offensive;  to  some  he  was  noble 
and  compassionate,  to  others  this 
was  only  his  self-image  of  saintli¬ 
ness.  He  made  countless  friends 
and  admirers,  as  well  as  innumer¬ 
able  bitter  and  angry  enemies.  His 
reputation  is  marked  by  contro¬ 
versy,  and  arguments  abound  re¬ 
garding  his  exact  role  in  any  one  of 
the  numerous  encounters  that  filled 
his  life. 

No  one  can  deny,  however,  that 
he  was  the  first  great  physician  in 
the  United  States;  no  one  can  deny 
that  for  at  least  100  years  his  influ¬ 
ence  and  presence  were  felt  in  virtu¬ 
ally  every  sickroom  in  the  United 
States.  He  lived — and  flourished — 
in  a  unique  world,  those  years  be¬ 
fore,  during,  and  after  the  Revolu¬ 
tionary  War,  in  the  new  soil  of  this 
great  democracy.  He  believed  that 
God  had  selected  the  18th  Century 
as  an  age  for  an  enlightened  inquiry 
into  truth,  and  that  he.  Rush,  was 
His  agent. 

We  should  begin  with  Rush  as 
the  Revolutionary  patriot,  since  this 
is  what  first  brought  him  to  fame. 
There  were  many  crucial  moments 
during  the  beginning  days  of  this 
country,  but  none  of  more  impor¬ 
tance  than  one  evening  in  the  fall  of 
1775.  Dr.  Benjamin  Rush,  aged  29, 
had  just  finished  seeing  his  last  pa¬ 
tient  and  was  awaiting  a  visit  from 
the  Englishman,  Thomas  Paine. 
Paine,  at  the  suggestion  of  Benja¬ 
min  Franklin,  had  been  encouraged 
to  come  to  America. 

His  articles  on  slavery  impressed 
Rush  and  made  him  realize  what  a 
powerful  writer  Paine  was.  The 
question  that  concerned  Rush  now 
was  whether  Paine,  an  Englishman 
who  had  been  in  America  less  than 
a  year,  could  and  would  write  arti¬ 
cles  about  English  tyranny  for 
America. 

The  War  for  Independence  had 
been  going  on  in  earnest  since  April 
19,  1775,  and  American  colonists 
had  shown  their  worth  against  the 
British  professionals  in  war.  But 
the  people  needed  more  courage, 
enthusiasm,  and,  most  of  all,  a 
feeling  of  patriotism. 

Then  the  housekeeper  announced 


Benjamin 
Rush- 
Heritage 
and  Hope 

By  C.  Frederic  Kittle,  M.D. 


Paine.  Immediately,  the  two  achiev¬ 
ed  a  rapport  based  on  Paine’s  frank¬ 
ness,  his  interest  in  the  “common 
people,”  his  background  of  working 
as  a  common  laborer,  and  their 
common  dislike  for  the  British  Con¬ 
stitution.  As  Paine  expressed  it: 

“. .  .  if  America  wins  her  indepen¬ 
dence  she  can  trade  wherever  she 


Benjamin  Rush  (1745-1813). 


likes... and  pay  no  tax  tribute  to 
England  for  the  privilege.  It  is  ridic¬ 
ulous  that  a  little  tail  the  size  of 
England  should  wag  a  vast  conti¬ 
nental  dog.  Must  3  million  people 
flock  to  the  shore  every  time  a  ves¬ 
sel  arrives  from  England  to  find  out 
how  much— or  how  little— liberty 
the  British  wish  them  to  enjoy?” 

But,  as  Rush  pointed  out,  there 
were  many  Americans  who  did  not 
favor  independence  and  were  con¬ 
tent  to  have  a  friendly  relationship 
with  the  English.  What  Rush 
thought  should  be  done  was  to  or¬ 
ganize  people  in  America  to  fight 
for  America,  not  against  the  mother 
country.  Rush  gave  Paine  some 
notes  he  had  jotted  down  that  ex¬ 
pressed  thoughts  about  indepen¬ 
dence.  Because  Paine  was  a  skilled 
writer  and  an  excellent  pamphle¬ 


teer,  Rush  attempted  to  persuade 
him  to  write  an  article  stressing  the 
need  for  America  to  separate  from 
England.  Paine  finally  agreed. 

“What  will  you  call  the  pam-  ■ 
phlet?”  Rush  asked.  “Have  you  any 
idea?” 

Paine  considered.  “It  will  contain 
nothing  but  the  plain  truth,”  he 
said.  “Perhaps  that  would  be  a 
good  title.” 

‘“Plain  Truth,”’Rush  said,  trying  it 
out.  “Yes,  that’s  good.  But  truth 
can  be  plain  to  some  and  not  to 
others.  We  want  a  truth  that  is  plain 
to  everybody  with  common  sense.”  | 
He  snapped  his  fingers.  “I  think  t 
we’ve  got  it.  Let’s  call  it  ‘Common 
Sense.’” 

And  so  Paine’s  famous  article  i 
was  born.  Its  effect  was  immediate  ■ 
and  profound.  Thousands  of  early 
Americans  who  were  wavering 
about  independence,  about  thedif-  I 
ficulties  of  winning,  and  other  thou-  i 
sands  who  proclaimed  their  desire 
for  America  to  remain  a  colony,  | 
were  convinced  by  the  brilliant  per- 
suasiveness  of  Paine  that  America  j 
should  become  a  separate  and  free  ! 
nation.  | 

Benjamin  Rush’s  desire  for  inde-  j 
pendence  did  not  arise  suddenly  or  jt 
from  a  single  source.  He  had  enter-  | 
ed  the  College  of  New  Jersey  at  I 
Princeton,  later  to  become  Prince-  j 
ton  University,  when  he  was  13.  “I 
was  an  idle,  playful,  and,  I  am  sorry 
to  add,  mischievous  boy,”  yet  he 
demonstrated  such  talents  for  pub¬ 
lic  speaking  that  he  decided  to  be¬ 
come  either  a  lawyer  or,  second 
best,  a  minister.  His  uncle,  the  Rev.  i 
Dr.  Samuel  Finley,  principal  of  Not¬ 
tingham  School,  discouraged  him. 

“You  are  a  close  observer,  Ben-  I 
jamin,  and  a  painstaking  workman. 
You  also  have  a  kind  and  gentle 
heart.  These  are  qualities  that  grace  ( 
a  doctor  of  medicine.  I  think  you 
ought  to  consider  the  medical  pro¬ 
fession.”  And  so  Rush,  at  the  age  i 
of  15,  filled  with  enthusiasm,  a 
graduate  of  Princeton,  his  ears  ring-  \ 
ing  with  compliments  and  admoni¬ 
tions,  chose  medicine  as  a  career. 

He  became  apprenticed  to  Dr.  1 
John  Redman,  an  outstanding 
teacher  and  physician  in  Philadel-  < 
phia.  Redman’s  initial  advice  and  i, 
encounter  with  Rush  was  to  be  re-  ij 
membered  throughout  his  life.  i 
“Is  it  your  custom  to  sleep  all  j 
day,  young  man?”  Redman  asked,  1 
and  then  continued,  “As  my  ap-  I 
prentice— if  you  remain  my  appren-  i 
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Mow  fever  epidemic  in  Philadelphia,  1 
pick  up  the  dying  and  the  dead. 

ice— you  will  learn  to  live  on  very 
ittle  sleep.” 

And  then  he  went  further;  “I  am 
not  sure  that  I  was  wise  in  accept¬ 
ing  you.  Oratory,  they  say,  is  your 
only  claim  to  fame.  A  sickroom,  the 
walks  of  a  hospital,  a  surgical  thea¬ 
ter,  are  places  of  silence — except, 
of  course,  for  screams  of  agony  and 
groans.  Eloquence  has  never  set  a 
broken  leg  or  charmed  away  a  fever. 
If  you  study  under  me  you  will  be 
seen  but  not  heard,  speak  only 
when  spoken  to.”  And  Redman  per¬ 
sisted  with  a  comment,  as  true  to- 
Iday  as  it  was  200  years  ago: 

“. .  .Medicine  is  above  all  the  art 
of  learning  to  live  with  discourage¬ 
ment  and  to  keep  on  going— grop¬ 
ing  through  darkness  and  supersti¬ 
tion.” 

Rush’s  apprenticeship  lasted  five 
and  a  half  years,  each  day  filled  to 
the  brim  with  exhausting  tasks;  ac¬ 
companying  Redman  on  his 
rounds,  preparing  medications, 
studying  and  memorizing  the  clas¬ 
sics  in  medicine,  particulariy 
Thomas  Sydenham  and  Hermann 
Boerhaave.  During  these  five  and  a 
half  years,  he  was  absent  from 
Redman’s  practice  only  11  days  and 
spent  only  three  evenings  away 
from  his  house. 

Dr.  Redman  encouraged  him  to 
study  abroad,  and,  in  September, 
1766,  he  was  off  to  Edinburgh,  at 
that  time  one  of  the  outstanding 
f  medical  centers  of  the  world.  He 
presented  himself  to  Dr.  William 
j  Cullen,  professor  of  materia  medica 
!jat  the  Medical  College.  Rush  also 


793.  Carriages  rumbled  through  the  streets 

furthered  his  knowledge  of  chemis¬ 
try  by  attending  the  lectures  of 
Joseph  Black.  He  was  22  when  he 
received  his  medical  degree  from 
the  University  of  Edinburgh,  after 
completing  a  doctoral  dissertation 
based  on  self-experimentation 
about  digestion  in  the  stomach, 
“De  Coctione  Ciborum."  The  con¬ 
clusions  were  erroneous,  but  his 
ingenuity  in  experimentation  in¬ 
spired  others. 

Classes  did  not  occupy  all  of  his 
time,  however,  and  at  an  evening 
dinner  he  met  David  Hume,  the  can¬ 
ny  Scottish  historian  and  philoso¬ 
pher.  The  logical  and  constant  ex¬ 
amination  that  Hume  gave  to  every 
conversational  topic  undoubtedly 
influenced  the  approach  of  Ben¬ 
jamin  Rush  to  new  or  controversial 
problems. 

Cullen  considered  Rush  a  bril¬ 
liant  protege  and  gave  him  letters  of 
introduction  for  a  tour  to  London 


and  Paris.  He  made  many  new 
friends  and  acquaintances:  William 
Hunter,  Samuel  Johnson,  Oliver 
Goldsmith,  James  Bosweil,  and 
Augustine  Roux,  to  mention  only  a 
few.  Many  were  filled  with  revolu¬ 
tionary  thoughts  about  the  tyranny 
of  kings  and  the  virtues  of  democ¬ 
racy. 

On  his  return  to  Philadelphia  in 
1769,  Rush  was  admirably  suited  to 
cope  with  the  problems  of  the  Eng¬ 
lish  Colony  in  America:  the  bur¬ 
geoning  of  Philadelphia  as  an  inter¬ 
national  port  and  the  leading  city  in 
America,  the  continuing  struggle 
against  British  oppression,  and  the 
almost  hopeless  confusion  in  the 
care  of  sick  patients.  He  was  soon 
appointed  professor  of  chemistry  at 
the  College  of  Philadelphia  (now 
the  Universiy  of  Pennsylvania  Med¬ 
ical  College).* 

His  first  interest  was  in  one  of  the 
social  problems,  slavery.  In  1772  he 
published  “On  Slave-Keeping,”  de¬ 
scribing  vividly  the  events  in  a  slave 
market.  This  promptly  brought  forth 
much  animosity  from  slaveowners. 
Rush  also  helped  to  organize  the 
first  antislavery  society  in  America 
in  1774,  and  succeeded  Benjamin 
Franklin  as  its  president  several 
years  later.  These  activities  gave 
him  the  label  of  “political”  doctor, 
and  he  was  unpopular  not  only  with 
the  wealthy  pro-slavery  men,  but  al¬ 
so  with  his  fellow  doctors,  who 
thought  he  should  devote  himself 
solely  to  the  medical  profession. 
His  practice  prospered,  nonethe¬ 
less. 

His  interest  and  participation  in 
politics  continued.  He  was  adamant 
in  his  opposition  to  the  taxation  on 

*H/s  book  (1770)  “Syllabus  of  a  Course  of 
Lectures  on  Chemistry"  helped  earn  him  the 
title  of  first  American  chemistry  teacher. 


Sketch  of  Chicago,  about  1837. 
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The  first  Rush  Medical  College. 


tea,  which,  although  not  burden¬ 
some,  was  symbolic  of  continued 
British  tyranny— taxation  without 
representation.  As  Rush  noted  on 
October  10,  1773  (titled  “On  Patrio¬ 
tism”  and  addressed  “To  His  Fellow 
Countrymen”): 

“Patriotism  is  as  much  a  virtue, 
and  is  as  necessary  for  the  support 
of  societies,  as  natural  affection  is 
for  the  support  of  families. . .  .We 
are  informed  that  vessels  were 
freighted  to  bring  over  a  quantity  of 
tea  taxed  with  a  duty  to  raise  reve¬ 
nue  from  America.  Should  it  be 
landed,  it  is  to  be  feared  that  it  will 
find  its  way  amongst  us.  Then  fare¬ 
well  American  Liberty ....  Let  us 
with  one  heart  oppose  the  landing 
of  it.  The  baneful  chests. .  .contain 
something  worse  than  death— the 
seeds  of  slavery.” 

Ships  did  arrive  in  Boston  in  Dec¬ 
ember,  1773,  where  a  number  of 
Bostonians  disguised  as  Indians 
held  the  fateful  Boston  Tea 
Party.  The  British  Parliament  was 
quick  to  retaliate  by  passing  the 
“Intolerable  Acts,”  including  these: 
Boston  harbor  could  not  be  opened 
until  the  tea  had  been  paid  for,  and 
Bostonians  were  to  quarter  British 
troops  in  their  homes.  Outraged 
Americans  asserted  their  rights.  As 
Benjamin  Franklin  put  it,  “We  shall 
hang  together  or  hang  separately,” 
and  in  his  desire  to  “hang  together” 
he  was  joined  by  Benjamin  Rush, 
Samuel  Adams,  John  Adams,  John 
Hancock,  George  Washington, 
Thomas  Jefferson,  and  Patrick 
Henry. 


When  the  First  Continental  Con¬ 
gress  convened  in  September, 
1774,  with  a  total  of  55  delegates 
from  all  the  colonies.  Rush  was  on 
the  committee  to  welcome  them  to 
Philadelphia.  Some,  such  as  John 
Adams,  thought  him  too  zealous, 
too  radical  in  his  thoughts  about 
freedom.  The  Congress  inspired 
Rush  to  the  utmost  in  patriotism, 
and  he  wrote  letter  after  letter  to  the 
press. 

By  the  actions  of  this  Congress, 
imports  from  England  were  dras¬ 
tically  reduced.  British  trade  de¬ 
clined  throughout  the  colonies  by 
more  than  90  percent  from  the  pre¬ 
vious  year.  After  only  a  few  months 
the  famous  encounter  at  Lexington 
took  place  on  April  19,  1775,  and 
the  “shot  heard  round  the  world” 
was  fired.  The  American  Revolution 
had  begun. 

And  now  it  was  December,  1775. 
Paine  and  Rush  met  for  the  second 
time.  The  small  manuscript  lay  on 
the  table  between  them.  Paine 
looked  at  his  friend  and  grinned. 

“Well,  doctor,”  he  said,  “there’s 
our  baby.  Do  you  think  it  will  live?” 
Rush  replied,  “I’m  sure  it  will.  It  will 
live  to  make  a  big  noise  in  the 
world.  You  have  done  a  magnificent 
piece  of  writing.”  Rush  found  a 
publisher  for  the  pamphlet  “Com¬ 
mon  Sense”  by  Thomas  Paine,  and 
overnight  the  little  book  became 
famous.  This  was  no  humble  re¬ 
monstrance  for  independence;  it 
breathed  fire  and  brimstone.  It 
singed  the  beards  of  kings  every¬ 
where:  “The  heathens  paid  divine 


honors  to  their  deceased  kings,  and 
the  Christian  world  has  improved' 
on  the  plan  by  doing  the  same  to 
their  living  ones.  .  .  .Cf  more  worth 
is  one  honest  man  to  society  than 
all  the  crowned  ruffians  that  even 
lived.”  Paine  went  further,  and  dis-i 
cussed  the  British  constitution:  “Iti 
is  the  most  complicated,  irrational,! 
and  ridiculous  contrivance  ever  de¬ 
vised  to  govern  enlightened  men.”  I 

Alone,  this  booklet  written  by| 
Thomas  Paine  effected  a  profound! 
change  in  the  discouraged  and  un¬ 
certain  early  Americans.  Their 
thoughts  and  support  were  solidi¬ 
fied  for  the  Revolution.  As  George  j 
Washington  said:  “I  find  ‘Common  ; 
Sense’  is  working  a  powerful  i 
change  in  the  minds  of  men.” 

Rush  became  even  busier  as  the 
weeks  and  months  advanced  to¬ 
ward  an  open  declaration  of  inde¬ 
pendence.  He  was  primarily  re¬ 
sponsible  for  eradicating  the  Tory- 
dominated  Pennsylvania  Assembly 
and  establishing  a  new  body  solidly 
in  favor  of  independence. 

And  so  the  Continental  Congress 
declared  independence  on  July  2 
and  3,  1776.  The  formal  Declaration 
was  adopted  on  July  4  and  signed  i 
that  day,  but  only  by  John  Hancock  ' 
with  his  bold  and  flamboyant  sig- 1\ 
nature.  Rush,*  a  delegate  from  \ 
Pennsylvania  to  the  Congress,  ? 
signed  the  Declaration  of  Indepen-  j 
dence  on  August  2,  and  thus  joined  \ 
the  company  of  the  56  other  illustri-  | 
ous  Americans  who  did  so.  ! 

In  midsummer,  1776,  General  | 
Washington  took  his  Army  from  j 
Boston  to  face  the  British  on  Long  | 
Island,  and  the  war  was  begun.  The  ! 
next  Spring,  Rush  was  commis-  ! 
sioned  as  surgeon  general  for  the  i 
Middle  Department,  where  the  next  i 
1 0  months  were  to  be  a  strife-ridden  ; 
period  for  him.  ! 

Health  conditions  among  sol-  ; 
diers  were  abominable.  Virtually  no  I 
attention  was  given  to  their  perso-  : 
nal  cleanliness,  their  foodstuffs,  or  | 
to  their  care  when  disease  occur-  j 
red.  Typhus  fever  was  rampant  and  i 
smallpox  was  common. 

With  his  characteristic  acumen,  f 
Rush  noted  that  more  illness  occur-  : 
red  in  crowded  conditions  than  I 
elsewhere,  that  disease  ran  concur¬ 
rently  with  a  previous  state  of  ill  | 

*According  to  some  Rush  was  the  only  ■ 
physician  with  formal  training,  but  there 
were  three  others  who  practiced  medicine: 
Josiah  Bartlett  {New  Hampshire),  Lyman 
Hall  {Georgia),  and  Matthew  Thornton  {New 
Hampshire). 
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nealth,  and  struck  nnore  poverty- 
stricken  soldiers  than  those  who 
were  well-fed,  well-clad,  and  well- 
housed. 

It  was  not  long  before  Rush  pub¬ 
lished  a  military  manual,  “Direc¬ 
tions  for  Preserving  the  Health  of 
Soldiers.”  This  was  a  pioneer  work 
in  military  hygiene.  Reissued  at 
least  twice  during  the  Civil  War,  it 
was  reprinted  as  late  as  1908.  The 
advice  would  be  considered  ele¬ 
mentary  today— a  soldier  should 
wash  his  hands  and  face  at  least 
once  a  day,  not  sleep  in  wet 
clothes,  garbage  and  waste  should 
be  disposed  of  properly,  campsites 
should  be  some  distance  from 
marshes  and  swamps,  the  diet 
should  include  well-cooked  vegeta- 
Ibles,  and  exercise  should  be  part  of 
the  army  routine. 

Hospital  facilities  during  the 
American  Revolution  were  hope¬ 
lessly  inadequate,  and  were  made 
even  worse  by  the  poor  organization 
of  the  Army  Medical  Department. 
The  original  plans  for  our  Army  of 
20,000  men  recommended  only  29 
doctors,  assistants,  and  druggists, 
and  one  nurse  for  each  10  patients. 
When  Rush  discovered  that  the 
British  hospitals  under  General 
Howe’s  command  were  much  better 
staffed,  equipped,  and  supplied 
than  the  American  hospitals  were, 
he  was  even  more  exasperated. 

Rush,  enthusiastic  gadfly  that  he 
was  and  appreciating  what  good 
military  medical  care  should  be, 
lost  no  time  in  starting  a  campaign 
against  the  corrupt  medical  system. 
It  was  inevitable  that  his  letters, 
suggestions,  and  criticisms  should 
!  irritate  his  superiors,  notably  Dr. 

I  William  Shippen,  and  finally  preci¬ 
pitate  a  Congressional  hearing.  In 
desperation,  frustrated  at  his  inabi¬ 
lity  to  institute  what  he  believed 
were  necessary  and  honest  re¬ 
forms,  Rush  resigned.  General 
Washington  was  also  disturbed  by 
critical  remarks  Rush  had  made 
about  him.  The  findings  of  a  second 
hearing,  held  several  years  later, 
agreed  with  Rush’s  claims,  and 
Congress  adopted  many  of  the  re¬ 
forms  he  had  suggested. 

Although  Rush  was  to  retain  a 
deep  and  undying  interest  in  poli¬ 
tics  throughout  his  life,  the  pre- 
Revolutionary  and  Revolutionary 
years  saw  the  height  of  his  patriotic 
'  activities.  For  the  remaining  part  of 
his  life,  he  devoted  himself  almost 
exclusively  to  medicine. 


After  the  British  left  Philadelphia 
in  1778,  Rush  returned  to  his  be¬ 
loved  city.  The  British  had  left  Phil¬ 
adelphia  a  filthy  mess,  and  there 
was  sickness  everywhere.  Rush 
plunged  into  the  care  of  the  sick 
with  his  habitual  energy  and  verve. 
A  new  system  of  medicine  had  been 
instituted  by  Rush  before  he  left  for 
the  War.  Early  Colonial  medicine 
was  largely  based  on  home 
remedies,  and  there  was  no  such 
thing  as  a  license  to  practice  medi¬ 
cine.  The  practitioners  who  treated 
the  sick  generally  did  so  according 
to  the  system  set  forth  by  the  fa¬ 
mous  Dutch  physician,  Hermann 
Boerhaave. 

Eighteenth  Century  medicine, 
like  its  poetry  and  theology,  had  lit¬ 
tle  interest  in  the  observation  of  Na¬ 
ture.  According  to  Boerhaave,  the 
body’s  “humors”  were  the  basis  of 
therapy.  All  disease  could  be 
blamed  on  morbid  acrimonies  that 
could  be  purged  from  the  body 
through  the  urine,  through  the 
pores  of  the  skin,  or  by  blood¬ 
letting. 

While  in  Edinburgh,  Rush  had 
been  persuaded  by  Cullen  to  dis¬ 
card  Boerhaave’s  notions  as  too 
speculative.  According  to  Cullen, 
all  diseases  were  due  to  disorders 
of  “nerve  force.”  Also,  since  classi¬ 
fication  was  fashionable  at  this 
time,  Cullen  had  divided  diseases, 
according  to  symptoms,  into  clas¬ 
ses,  genera,  and  species— 1 ,387  in 
all.  He  opposed  blood-letting,  and 
put  his  faith  in  a  hierarchy  of  drugs. 
A  physician  merely  had  to  fit  the 
patient’s  symptom  into  Cullen’s 


classifications  and  then  apply  the 
remedy  he  listed. 

On  his  return  to  Philadelphia, 
Rush,  an  ardent  disciple  of  Cullen, 
convinced  other  physicians  by  his 
enthusiasm  that  they  should  adopt 
the  Cullen  system.  His  belief  in 
Cullen’s  system  did  not  last  long, 
however,  and  he  soon  developed 
his  own  system  to  replace  that  of 
Cullen. 

Briefly,  Rush  maintained  that 
every  fever  was  due  to  “excess  exci¬ 
tability”  of  the  blood  vessels.  All 
fevers  were  essentially  the  same. 
Thus  Rush  boldly  reduced  the  hier¬ 
archy  of  fevers  as  described  by 
Cullen  from  many  to  one,  and  re¬ 
duced  the  materia  medica  from 
hundreds  to  about  20.  Obviously, 
with  a  fever  or,  as  translated  by 
Rush,  an  increased  excitability  of 
the  blood  vessels,  one  should  de¬ 
crease  the  excitability  by  purges, 
salivations,  and  particularly  by 
blood-letting.  He  speaks  of  with¬ 
drawing  as  much  as  100  ounces  of 
blood,  and  then  returning  to  with¬ 
draw  more. 

In  other  areas,  he  sponsored 
many  social  reforms,  criticizing  un¬ 
just  sentences  imposed  for  minor 
civil  offenses,  and  capital  punish¬ 
ment,  and  urging  temperance  in  the 
use  of  alcohol.  In  1783,  he  became 
a  member  of  the  Pennsylvania  Hos¬ 
pital  staff. 

Teaching  at  the  University  of  Pen¬ 
nsylvania  kept  Rush  busy.  Later,  he 
was  to  enlarge  his  medical  practice 
by  adding  a  mail-order  advice  ser¬ 
vice.  It  was  by  mail  that  he  advised 
the  treatment  of  Mary  Washington’s 


Doctors  and  students  posed  in  the  ashes  of  the  college  after  the  Chicago  fire. 


The  Magazine/ Winter  1976-77 


49 


carcinoma  of  the  breast,  a  treat¬ 
ment  that  did  not  work  well  because 
Mary  died  one  month  later. 

Rush  was  particularly  concerned 
with  medical  care  for  the  indigent, 
and  treated  thousands  of  them 
without  charge.  For  years  he  at¬ 
tempted  to  obtain  adequate  hospi¬ 
tal  facilities'for  the  poor,  and  final¬ 
ly,  on  April  12,  1786,  the  Philadel¬ 
phia  Dispensary  was  opened,  the 
first  free  clinic  in  America.  Soon 
thereafter  Rush  became  interested 
in  general  education,  founding 
Dickinson  College  and  campaign¬ 
ing  extensively  for  free  schools  and 
education  for  women.  In  1792,  he 
became  professor  at  the  recently 
established  (1791)  University  of 
Pennsylvania. 

During  the  1790s,  Philadelphia 
had  several  epidemics  of  yellow  fe¬ 
ver.  Indeed,  in  1793,  10  per  cent  of 
the  city’s  population  died.  To  Rush, 
it  was  obvious  that  the  foul  sanitary 
conditions  of  the  city  were  largely 
responsible,  although  he  antago¬ 
nized  the  city  fathers  and  business¬ 
men  by  such  proclamations. 

It  is  a  tribute  to  the  courage,  de¬ 
votion,  and  physical  sacrifice  of 
Rush  that  he  remained  in  Philadel¬ 
phia  to  care  for  the  sick  and  dying 
during  these  great  yellow  fever  epi¬ 
demics.  He  racked  his  mind  for 
some  treatment  that  might  lessen 
the  high  mortality  rate.  As  he  wrote 
his  wife,  “The  common  remedies 
for  malignant  fevers  have  all  failed.” 
Then  he  recalled  a  paper  written  by 
Dr.  John  Mitchell  describing  the 
yellow  fever  epidemics  in  Virginia 
half  a  century  before.  Purging  and 
bleeding  were  advised. 

So  Rush,  initially  over  the  objec¬ 
tions  of  his  colleagues  but  later 
with  their  support,  began  to  purge 
and  bleed.  Calomel  and  blood¬ 
letting.  Never  mind  the  pulse.  It 
could  be  weak,  but  if  the  fever  per¬ 
sisted,  take  off  more  blood.  The  fol¬ 
lowing  years  brought  new  epidem¬ 
ics,  and  Rush  continued  purging 
and  bleeding  with  renewed  vigor 
and,  according  to  some,  an  increas¬ 
ing  mortality  rate. 

Rush,  the  practitioner  and  clini¬ 
cian,  was  greater  than  Rush,  the 
theorizer  on  the  cause  and  cure  of 
disease.  His  best  attributes  were 
the  astuteness  of  his  bedside  ob¬ 
servations  and  the  diligence  of  his 
medical  care. 

It  was  Rush  who  first  stressed 
careful  observation  of  patients  and 
insisted  on  keeping  careful  records 


of  their  progress.  This  sounds  ele¬ 
mentary  now,  but  these  practices 
were  innovations  then.  “Medicine 
cannot  be  practiced  by  books 
alone,”  Rush  said.  “One  might  as 
well  try  to  swim  by  reading.”  Thou¬ 
sands  of  students  and  colleagues 
were  influenced  and  inspired  by 
him.  He  exemplified  the  best  quali¬ 
ties  of  his  age:  humanism,  opti¬ 
mism,  and  a  fervent  belief  in  pro¬ 
gress  through  knowledge. 

As  a  staff  member  at  the  Pennsyl¬ 
vania  Hospital,  he  developed  an  in¬ 
terest  in  psychiatry,  undoubtedly 
accentuated  when  his  young  son 
John  had  to  be  hospitalized  in  the 
insane  ward  of  this  hospital.  Two 
questions  about  psychiatry  plagued 
Rush  for  many  years  of  his  life. 


Daniel  Brainard  (1812-1866). 

How  do  people  go  mad?  Is  it  pos¬ 
sible  to  cure  madness? 

At  the  time,  people  were  thought- 
to  be  mad  because  they  were  pos¬ 
sessed  by  the  devil  (compare  the 
interest  in  exorcism  today)  or  be¬ 
cause  they  were  suffering  for  their 
sins.  Rush  was  the  first  American 
to  proclaim  that  mental  illness  was 
a  disease  and,  for  this  alone,  with¬ 
out  regard  to  all  his  other  contribu¬ 
tions,  he  justly  deserves  the  title, 
the  Father  of  American  Psychiatry. 

As  might  be  expected.  Rush  de¬ 
veloped  a  theory,  actually  several 
theories,  to  explain  mental  illness. 
He  believed  there  was  an  “inflam¬ 
mation”  of  the  brain;  he  believed 
there  were  “disordered  actions”  in 
the  blood  vessels,  but  he  also  listed 
many  other  causes  of  insanity. 

For  treatment  of  mental  illness. 
Rush  thought  the  “morbid  excite¬ 


ment”  of  the  brain  should  be  re- 1 
duced.  Previously,  treatment  for  in¬ 
sanity  was  aimed  chiefly  at  punish-? 
ing  the  patients  for  their  sins,  ofteni; 
quite  brutally.  What  would  reallyl 
help?  Rush  did  not  know,  but  he| 
tried  a  variety  of  treatments:  alter-! 
nating  hot  and  cold  baths,  immobi-i 
lization  to  decrease  blood  flow,' 
centrifuging  to  increase  blood  flow | 
to  the  brain,  and  numerous  types  of  | 
sudden  stimuli.  In  1812,  he  at-l 
tempted  electric  shock  therapy,  the  I 
first  time  this  had  been  used.  | 

But  for  every  patient,  he  insisted  | 
upon  just  and  humane  treatment,  a  | 
pleasant  surrounding,  recreation:! 
and  occupational  therapy,  the  lackf 
of  undue  stress,  and  the  writing  or  | 
talking  by  the  patient  of  his  symp-  | 
toms,  or,  as  we  know  it,  mental  ca- 
tharsis. 

His  last  years  were  distinguished  j 
by  an  increasing  recognition  of  his  | 
medical  fame  not  only  by  the  pro- 1 
fession  in  the  United  States,  but  1 
also  in  Europe.  His  death  came  in  ! 
1813  after  a  short  illness,  probably 
pulmonary  tuberculosis,  and  after  ?! 
he  had  insisted  that  he  be  bled.  j 

Let  us  look  at  the  site  of  Rush 
University  as  it  was  only  24  years  I 
after  the  death  of  Benjamin  Rush.  I 
In  1837,  Chicago  was  little  more  j 
than  a  collection  of  hastily  con-  ; 
structed,  flimsy  huts  in  a  swamp  on 
the  edge  of  Lake  Michigan.  The  : 
population  was  only  4,000,  but  the  ' 
people  had  a  sense  of  destiny.  The 
country  was  fertile,  and  already  a  i 
canal  had  been  planned  to  connect 
the  lake  with  the  Mississippi  River. 

One  year  previously.  Dr.  Daniel  |: 
Brainard  (1812-1866),  aged  24,  had  j 
arrived  in  Chicago  from  the  East.  As  I 
a  Chicago  lawyer.  Judge  John  D. 
Caton,  described  his  arrival:  \\ 

“Dr.  Brainard  rode  up  to  my  office  ! 
on  a  little  Indian  pony.  He  was  j 
dressed  rather  shabbily,  and  said  || 
he  was  nearly  out  of  funds,  and  li 
asked  my  advice  about  commenc-  !' 
ing  the  practice  of  medicine  in  Chi-  i 
cago.  I  knew  he  was  ambitious,  ; 
studious,  and  a  man  of  ability,  and  I  i 
advised  him  to  go  to  the  Potawato-  | 
mi  camp,  where  the  Indians  were  | 
preparing  to  start  fora  new  location 
west  of  the  Mississippi  River,  and  i* 
sell  his  pony,  take  a  desk,  or  rather  li 
a  small  table  I  had  in  my  office,  and 
put  his  shingle  by  the  side  of  the  ' 
door,  promising  to  aid  him  in  build¬ 
ing  up  a  business.” 

Brainard’s  willingness  to  work 
and  his  surgical  skill  quickly  won 
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I  him  the  respect  and  patronage  of 
the  early  settlers.  *  As  he  wrote: 

.  .1  have  reason  to  praise  God, 
in  that  it  hath  pleased  Him  to  call 
me  to  that  branch  of  medical  prac¬ 
tice,  commonly  called  surgery, 
which  can  neither  be  bought  by 
gold  nor  by  silver,  but  by  industry 
alone  and  long  experience.” 

But  he  had  taught  physiology  at 
the  Oneida  Institute  in  Whitesboro, 
N.Y.,  and  could  not  suppress  his 
interest  in  medical  education  and 
teaching.  He  recognized  the  need 
for  a  medical  school  in  this  area 
and,  combining  this  with  his  enter¬ 
prising  spirit  as  a  pioneer,  he  de¬ 
cided  to  start  a  medical  school. 

What  should  the  new  school  be 
called?  It  should  commemorate  a 
famous  physician:  someone  es¬ 
teemed  for  his  care  of  the  sick, 

[someone devoted  to  medical  educa¬ 
tion.  The  name  was  really  no  prob¬ 
lem— Benjamin  Rush— and  Rush- 
called  forth  memories  of  a  great  pa¬ 
triot  in  the  War  for  Independence. 
Brainard  had  heard  much  about  him 
during  his  school  days  at  Jefferson 
Medical  College.  Yes,  Rush  Medi¬ 
cal  College— that  would  be  fine. 
The  school  received  its  charter  in 
1837,  only  a  few  days  before  the 
City  of  Chicago. 

What  were  the  medical  needs  of 
the  Midwest  when  Rush  classes  be¬ 
gan  (1843)7  In  addition  to  almost 
abyssmal  ignorance  about  heart  di¬ 
sease,  tuberculosis,  childhood  di¬ 
seases,  obstetrics,  malignancies, 
and  the  delivery  of  health  care, 
there  were  the  epidemics  of  malaria 
and  cholera.  Indeed,  in  1866,  during 
the  cholera  epidemic,  Chicago  aver- 
l  aged  100  deaths  per  day.  Another 
I  need  was  medical  care  for  the  indi¬ 
gent.  The  Charity  Dispensary  of 
Chicago  had  opened  in  1839  and 
with  the  commencement  of  classes 
at  Rush  Medical  College  in  1843  the 
dispensary  was  transferred  to  this 
school. 

Much  has  happened  since  1843. 
Rush  Medical  College  has  indomi¬ 
tably  withstood  the  trials  and  tribu¬ 
lations  of  these  years,  including  its 
total  destruction  by  the  Great  Chi¬ 
cago  Fire  of  1871  and  moving  to  a 
number  of  different  locations. 
Since  its  revival  in  1971  (its  charter 
never  became  inactive),  we  cannot 

'He  distinguished  himself  by  being  the  first 
to  treat  ununited  fractures  by  wiring,  and  by 
doing  research  on  rattlesnake  venom  and  the 
treatment  of  wounds  with  iodine. 


help  asking  and  wondering  about 
our  identity.  Are  we  a  new  breed? 
Are  we  upstarts  or  traditionalists? 
Is  there  a  thread  that  ties  us  to  the 
past? 

What  would  Rush  and  Brainard 
see  if  they  were  to  visit  today?  They 
would  hear  our  president,  James  A. 
Campbell,  M.D.,  publicly  describe 
Rush  University  as  having  an  “. . . 
individual  and  institutional  commit¬ 
ment.  .  .to  sustain  the  healthy  and 
help  the  sick. . . .  The  question  of 
responsibility  goes  beyond  self  and 
must  reach  out  to  the  society  of 
which  we  are  a  part. . . . 

“. .  .Rush  University  [is]  a  princi¬ 
pal  element  in  a  network  of  rela¬ 
tionships  of  care  and  education 
designed  to  sustain  the  primacy  of 


James  A.  Campbell,  M.D. 


our  care  for  the  patient. 

“At  Rush  University  we  have  put 
great  faith  in  the  power  of  example 
and  the  validity  of  personal  rela¬ 
tionships  as  essential  to  learning. 
These  we  hope  will  continue  to 
give  a  sense  of  distinction  and 
an  obligation  to  carry  into  the 
future.” 

Rush  and  Brainard  would  see  an 
imaginative  approach  by  this  Medi¬ 
cal  Center  designed  to  achieve  the 
best  in  medical  care  through  a  sys¬ 
tem  of  network  hospitals  with  an 
appropriately  located  core  of  spe¬ 
cialists.  The  major  illnesses  of  the 
Twentieth  Century,  malignancies 
and  cardiovascular  ailments,  are 
being  dealt  with  effectively,  and 
there  are  large  clinical  research  pro¬ 
jects  investigating  these  diseases. 
They  might  nod  approvingly  at  the 
plans  developed  to  provide  compre¬ 
hensive  health  care  and  medical 


help  for  indigent  citizens  in  this 
area.  And,  inside  the  hospitals  and 
classrooms,  they  would  see  the 
education  of  students  and  practi¬ 
tioners  and  meticulous  care  of  the 
sick,  both  practiced  with  the  same 
relentless  diligence  and  devotion 
that  characterized  each  of  their 
lives. 

I  think  they  would  agree  that  the 
concepts  they  believed  in  are  still 
living  in  these  halls  and  in  this  fa¬ 
culty. 

As  Benjamin  Rush  said: 

“The  physician  has  lived  to  little 
purpose  who  does  not  leave  his  pro¬ 
fession  in  a  more  improved  state 
than  he  found  it.” 

And  Daniel  Brainard  proclaimed 
at  the  inauguration  of  Rush  Medical 
College: 

“To  elevate  the  standard  of  skill 
and  knowledge  in  the  profession,  to 
excite  an  honorabie  emulation 
among  its  members,  to  disseminate 
in  this  new  region  the  principles  of 
medical  science . . .  such  are  the  ob¬ 
jects  held  in  view  by  the  founders  of 
this  institution.” 

Yes,  we  have  a  strong  and  pre¬ 
cious  identity;  the  guiding  princi¬ 
ples  of  the  past  are  a  part  of  us 
today.® 
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Rush  University 
Confers  212  Degrees, 
Two  Honorary  Doctor 
of  Science  Degrees 

Edward  McCormick  Blair,  Chairman 
)f  the  Trustees,  and  James  A. 
3ampbell,  M.D.,  President  of  the 
VIedical  Center,  conferred  degrees 
jpon  212  graduates  at  the  second 
ull  commencement  of  Rush  Univer¬ 
sity  on  June  1 2. 

Fifty-two  received  the  degree  of 
Doctor  of  Medicine,  25  the  Master 
3f  Science  degree  with  a  major  in 
nursing,  8  the  Master  of  Science 
degree  with  a  major  in  clinical  nutri¬ 
tion,  109  the  Bachelor  of  Science 
degree  with  a  major  in  nursing,  15 
the  Bachelor  of  Science  degree  with 
a  major  in  medical  technology,  and 
3  the  Bachelor  of  Science  degree 
with  a  major  in  medicine. 

Honorary  degrees  of  Doctor  of 
Science  were  conferred  upon  James 
Harvey  Young,  Ph.D.,  Professor  of 
jHistory  at  Emory  University,  Atlan¬ 
ta,  and  Jessie  M.  Scott,  R.N.,  M.A., 
Assistant  Surgeon  General  and  Di- 
'rector.  Division  of  Nursing,  Health 
.Resources  Administration,  U.S. 
Department  of  Health,  Education 
and  Welfare.  Dr.  Young  presented 
the  commencement  address,  enti¬ 
tled,  “Health  Quackery:  An  Histor¬ 
ian’s  Advice”  (see  page 54). 

To  conclude  the  ceremony,  the 
graduates  stood  and  turned  to  face 
the  audience  to  recite  together  “The 
Oath  of  the  Health  Professional,” 
written  by  Peggy  Ward,  graduate  of 
the  College  of  Nursing. 


Edward  McCormick  Blair  presented 
diplomas. 


Jessie  M.  Scott, 
Honorary  Doctor  of 
Science 


Jessie  M.  Scott,  R.N.,  M.A.,  and  Luther 
Christman,  R.N.,  Ph.D. 


Jessie  M.  Scott  is  Assistant  Sur¬ 
geon  General  and  Director  of  the 
Division  of  Nursing  for  the  Health 
Resources  Administration  of  the 
U.S.  Department  of  Health,  Educa¬ 
tion  and  Welfare,  a  position  she  has 
held  since  1964.  During  her  long 
association  with  the  Division  of 
Nursing,  she  also  served  as  nurse 
consultant  and  deputy  chief. 

Miss  Scott  has  held  office  in  the 
American  Nurses’  Association,  the 
National  League  for  Nursing,  and 
the  Pennsylvania  Nurses’  Associa¬ 
tion,  and  she  is  an  active  member  of 
numerous  organizations  concerned 
with  the  advancement  of  health 
care,  higher  education,  and  the 
nursing  profession.  She  is  a  mem¬ 
ber  of  the  National  Advisory  Com¬ 
mittee  oftheW.K.  Kellogg  Founda¬ 
tion  and  the  International  Council 
of  Nurses. 

As  a  practitioner  and  an  educa¬ 
tor,  Miss  Scott  has  served  on  both 
the  faculties  and  the  staffs  of  the 
University  of  Pennsylvania  and  the 
St.  Luke’s  Hospital  in  New  York 
City.  She  has  also  been  educational 
director  at  Mt.  Sinai  Hospital  in 
Philadelphia. 

A  native  of  Wilkes-Barre,  Pa.,  she 
received  a  diploma  in  nursing  from 
the  Wilkes-Barre  General  Hospital 
School  of  Nursing,  the  B.S.  degree 
from  the  University  of  Pennsyl¬ 
vania,  and  the  M.A.  degree  from 
Columbia  University. 

Jessie  Scott  has  been  nationally 
recognized  and  honored  for  a  dis¬ 
tinguished  career  and  creative  lead¬ 
ership  in  the  development  of  a  na¬ 
tional  program  in  support  of  nurses 


training.  She  has  published  widely 
in  nursing  education  and  has  served 
as  a  member  of  an  international 
team  for  on-site  studies  in  nursing. 
Last  year  she  was  a  member  of  the 
Health  Resources  Administration 
team  invited  to  Egypt  to  evaluate 
the  training  programs  of  the  Minis¬ 
try  of  Health. 


James 

Harvey  Young, 
Honorary  Doctor  of 
Science 

James  Harvey  Young  is  Professor 
of  History  at  Emory  University  in 
Atlanta,  Ga.  He  is  a  scholar  of 
America’s  social,  intellectual,  and 
medical  history,  and  has  studied 
extensively  the  course  of  food  and 
drug  regulation  in  the  United 
States.  In  two  books,  “The  Toad¬ 
stool  Millionaires”  (1961)  and  “The 
Medical  Messiahs”  (1967),  Profes¬ 
sor  Young  has  focused  on  health 
quackery  in  America  through  the 
eyepiece  of  historical  analysis.  In 
“American  Self-Dosage  Medicines” 
(1974),  he  examines  the  regulatory 
history  of  proprietary  medicines. 
His  books  and  articles  have  been 
translated  into  foreign  languages, 
and  he  has  won  awards  “for  distin¬ 
guished  historical  writing.” 

Among  his  professional  activi¬ 
ties,  Professor  Young  has  been  a 
member  of  the  Food  and  Drug  Ad¬ 
ministration’s  National  Advisory 
Council,  the  History  of  Life  Scien¬ 
ces  Study  Section  of  the  National 
Institutes  of  Health,  the  Consumer 
Task  Force  of  the  White  House 
Conference  on  Food,  Nutrition,  and 
Health,  and  the  Board  of  Consul- 


James  A.  Campbell,  M.D.,  and  James 
Harvey  Young,  Ph.D. 
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tants  of  the  National  Endowment 
for  the  Humanities. 

Born  in  Brooklyn,  N.Y.,  James 
Harvey  Young  received  the  B.A.  de¬ 
gree  from  Knox  College  and  the 
M.A.  and  Ph.D.  degrees  from  the 
University  of  Illinois.  In  1971 ,  Knox 
College  awarded  him  the  honorary 
degree  of  Doctor  of  Humane  Let¬ 
ters. 

Professor  Young  has  spent  his 
academic  career,  beginning  in  1941 , 
at  Emory  University.  He  has  served 
as  Chairman  of  the  Department  of 
History,  and  has  held  fellowships 
from  the  Fund  for  the  Advancement 
of  Education,  the  Social  Science 
Research  Council,  the  U.S.  Public 
Health  Service,  and  the  John  Simon 
Guggenheim  Memorial  Foundation. 


Health  Quackery: 

An  Historian’s 
Advice 

Excerpts  from  the  Commencement 
Address  By  James  Harvey  Young, 
Ph.D.,  Professor  of  History,  Emory 
University 

As  of  this  graduation  moment,  your 
knowledge  of  your  health  specialty 
stands  at  a  peak  of  perfection. 
Some  of  you  will  proceed  immedi¬ 
ately  to  further  training,  but  you  are 
concluding  a  period  of  education 
that  has  taught  you  how  to  function 
at  high  levels  of  competence  in  ac¬ 
cordance  with  the  current  state  of 
the  art.  But  the  state  of  that  art 
does  not  stand  still.  A  fundamental 
difference  between  medical  science 
and  health  quackery  lies  in  the  con¬ 
tinual  change  of  the  former,  which 
abandons  old  orthodoxies  in  the 
light  of  new  knowledge  acquired  by 
research. 

With  quackery,  nothing  ever  dies 
if  it  can  be  perpetuated  or  resurrec¬ 
ted  to  beguile  the  gullible.  If  you  as 
a  health  practitioner,  hard-pressed 
by  your  busy  life,  stand  still  in  the 
state  of  your  knowledge,  you  will 
retrogress,  slip  backwards  into 
what  may  fairly  be  termed  “quack¬ 
ery”  when  measured  against  the  ad¬ 
vance  of  medical  science.  Many 
physicians  do  so  stagnate,  surveys 
have  shown,  settling  into  a  routine 
during  their  first  few  years  of  prac¬ 
tice  that  they  modify  but  little  dur¬ 
ing  the  rest  of  their  professional 
careers. 

Nor  is  the  act  of  trying  to  keep  up 
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with  the  cutting  edge  of  sound 
practice  in  your  field  sufficient. 
Your  continual  re-education  must 
be  done  wisely.  Your  sources  for 
keeping  at  the  frontier  of  new  know¬ 
ledge  must  be,  like  Caesar’s  wife, 
above  suspicion,  journals  and  cour¬ 
ses  and  conventions  where  no  taint 
of  commercial  self-interest  influ¬ 
ences  the  information  you  receive 
from  them. 

Not  only  must  you  watch  the 
manner  by  which  you  keep  your 
mind  alert,  if  you  would  avoid  fall¬ 
ing  into  a  type  of  “quackery”;  you 
also  must  mind  your  manners  to 
keep  your  patients  from  forsaking 
you  for  quacks.  Busy  doctors 
sometimes  don’t  take  time  to  listen, 
brush  off  symptoms  that  seem  less 
important  to  the  doctor  than  to  the 
patient,  give  short  shrift  to  the 
bothersome  repeater  who  com¬ 
plains  a  lot  but  reveals  nothing  or¬ 
ganically  wrong.  Disillusionment 
with  orthodox  physicians— the  re¬ 
buke  that  they  just  didn’t  seem  to 
care— forms  a  strong  undercurrent 
in  much  of  the  praise  given  to 
quacks  by  their  most  ardent 
champions. 

Thus  my  first  piece  of  advice  to 
you  graduating  health  profession¬ 
als  has  been  that  you  yourselves 
avoid  complicity  with  quackery.  My 
second  words  of  counsel:  Know 
your  enemy  and  point  him  out.  The 
quack  is  your  enemy  because  he 
competes  with  you;  in  fact,  his  fail¬ 
ures  add  to  your  workload.  He  is 
your  enemy  because  of  his  mas¬ 
sive,  grievous  impact  upon  the  pub¬ 
lic  health  and  purse.  Because  your 
commitment  to  your  careers  dedi¬ 
cates  you  to  the  protection  and  pre¬ 
servation  of  the  public  health,  you 
must  become  the  nation’s  first  line 
of  defense  against  pseudomedi¬ 
cine. 

In  our  confused  climate  of  ideas, 
many  dubious  faiths  will  flourish.  It 
is  an  indispensable  obligation,  I 
submit,  of  the  dedicated  health  pro¬ 
fessional  to  become  informed 
about  false  faiths  marketed  in  the 
health  field,  to  condemn  them,  and 
to  cooperate  with  regulatory  offici¬ 
als  in  their  suppression.  I  cannot 
end  my  remarks  by  predicting 
quackery’s  demise.  But  I  can  and  do 
urge  you  so  to  act  throughout  the 
careers  upon  which  you  are  just  em¬ 
barking  that  quackery’s  dimensions 
may  be  delimited  and,  thus,  the 
public  health  and  welfare  be  better 
served. 
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Nursing  Student 
Writes  Heaith 
Oath 

There  are  graduation  oaths  for  doc¬ 
tors,  but  not  usually  for  other! 
health  professionals,  Peggy  Ward,  ' 
a  senior  nursing  student,  discov¬ 
ered.  She  set  out  to  prepare  a  spe¬ 
cial  oath  for  her  fellow  graduates  to  ! 
recite. 

The  oath  reflects  a  commitment 
to  excellence  in  health  care  and  to 
the  basic  principles  of  nursing. 

Ms.  Ward,  who  now  works  as  a 
nurse  at  the  Medical  Center  on  Four  . 
Pavilion,  spent  several  months  over 
the  past  year  developing  the  oath. 
She  was  a  member  of  the  College  of 
Nursing  graduation  committee,  ; 
whose  advisors  are  Luther  Christ-  ■ 
man,  Ph.D.,  Dean  of  the  College; 
John  Graettinger,  M.D.,  Dean  of 
Faculty  Affairs,  Rush  University; 
and  William  Kona,  Director  of  the 
Rush  University  Library. 

“I  looked  at  the  Air  Force  Oath 
and  the  Florence  Nightingale  Oath 
and  the  Red  Cross  Oath  and  got 
some  ideas,”  Ms.  Ward  said.  “Then 
I  began  to  develop  something  on 
my  own.”  She  showed  it  to  other 
committee  members  and  to  the  ad¬ 
visors,  refining  it  until  it  reflected 
the  flavor  of  this  institution. 

“An  oath  for  nursing  students  is  ; 
not  a  tradition  here  yet,”  she  said. 
“But  we  felt  it  was  something  we 
wanted  to  do.  I  hope  next  year’s 
class  decides  to  continue  this  as  a 
tradition.” 


The  Oath  of  the 
Health  Professional 

I  solemnly  pledge  that  as  a  health 
care  professional  I  will  conserve  life 
and  promote  health  as  my  funda¬ 
mental  responsibility. 

The  goals  of  my  profession  will 
stress  the  prevention  of  illness  and 
promotion  of  health  by  teaching 
and  by  example.  I  also  will  assume 
the  responsibility  for  creating  a 
physical,  social,  and  spiritual  en-  < 
vironment  which  will  be  conducive 
to  recovery. 

I  will  be  loyal  to  my  health  sci-  , 
ence  education,  use  my  knowledge  j 
and  wisdom  in  the  pursuit  of  excel¬ 
lence  in  health  care  delivery.  I  will  1 
participate  and  share  the  responsi-  i 
bility  with  other  citizens  and  mem-  j 

J 


ers  of  the  other  health  professions 
D  promote  health  on  the  local, 
tate,  and  international  level  with- 
ut  any  barriers  of  race,  creed,  ori- 
in,  orclass. 


1 

Rush  University 
Awards 

i’he  Phoenix  Award 

!To  Armando  Susmano,  M.D.,  for 
outstanding  physician-teacher, 
presented  by  the  Class  of  1976.  A 
\  graduate  of  the  Buenos  Aires 
Ej  School  of  Medicine,  Argentina, 
Pj  Dr.  Susmano  joined  the  Depart- 
p  ment  of  Internal  Medicine  in 
|l|  1967.  He  is  assistant  professor  at 
Pj  Rush  Medical  College  and  assoc- 
t]!  iate  attending  in  the  Section  of 
S;  Cardiology  at  PSLH. 

I  The  Daniel  Brainard  Award 
I  To  Csaba  Hegyvary,  M.D.,  voted 
by  students  as  the  outstanding 
teacher  in  the  basic  sciences.  He 
li  joined  the  Medical  Center  in  1972 
and  is  associate  professor  at 
i|  Rush  Medical  College  in  the  De- 
,  partments  of  Physiology  and  In- 
!  ternal  Medicine.  Dr.  Hegyvary  is  a 
;  graduate  of  the  Medical  Univer- 
•1  sity  of  Budapest,  Hungary. 

The  Nathan  M.  Freer  Prize 
To  Hamilton  Moses  III,  voted  by 
the  faculty  as  outstanding  med- 
j  ical  college  student  of  the  1976 
j  class.  This  award  was  endowed 
<  in  1892. 

|The  Henry  M.  Lyman  Memorial 
'Prize 

To  Donna  Schaible,  presented  in 
"j  the  junior  year  to  an  outstanding 
I  medical  student.  This  award  was 
;  endowed  in  1908. 
jThe  David  Peck  Award 
j  To  Robert  Lee  Cavens,  for  contri- 
i  butions  to  the  Student  National 
I  Medical  Association. 


Left  to  right; William  F.  Hejna,  M.D.; 
Armando  Susmano,  M.D.;  Csaba 
Hegyvary,  M.D.;  James  A.  Campbell, 
M.D. 

Alpha  Omega  Alpha  Honor  Medical 
Society  Graduates 

Hamilton  Moses  III,  President 
Robert  Jones,  Secretary-Treas¬ 
urer 

Jeffrey  Arbeit 
Melody  Cobleigh 
Barbara  Fuller 
Diane  Palac 
Yvonne  Winston 
Allan  Zelinger 

The  College  of  Nursing  Undergrad¬ 
uate  Faculty  Award 
To  Karyn  Holm,  R.N.,  M.S.,  for 
the  outstanding  teacher,  voted  by 
the  senior  students.  She  is  assis¬ 
tant  professor.  College  of  Nurs¬ 
ing,  and  teacher-practitioner  in 
Medical  Nursing.  A  graduate  of 
DePaul  University,  she  came  to 
the  Medical  Center  in  1974  and  is 
now  working  on  her  Ph.D.  de¬ 
gree. 

The  College  of  Health  Sciences 
Undergraduate  Faculty  Award 
To  John  Kachmar,  Ph.D.,  for  the 
outstanding  teacher,  voted  by  the 
senior  students.  Dr.  Kachmar,  a 
graduate  of  the  University  of  Min¬ 
nesota,  came  to  St.  Luke’s  Hos¬ 
pital  in  1958  as  a  biochemist  and, 
in  1967,  was  appointed  senior 
scientist  at  PSLH.  He  is  associ¬ 
ate  professor  of  biochemistry  in 
Rush  Medical  College  and  in  the 
Colleges  of  Nursing  and  Health 
Sciences. 

Rush-Presbyterian-St.  Luke’s  Nurse 
Alumni  Association  Award 

To  Frank  Philip  Lamendola,  for 
the  outstanding  nurse  graduate. 


Local  Honor 
Society  in  Nursing 

Undergraduate  Nursing 
Harold  Berner 
Marcia  Bristo 
Margaret  Butler 
Dale  Ciesla 


William  Davis 
Peggy  Gerard 
Eileen  Gilles 
Carol  Glazer 
Judith  Goldberg 
Beverly  Hillman 
Carolyn  Jackson 
Linette  Javid 
Joan  Jensen 
Kathleen  Kapenga 
Frank  Lamendola 
Anne  Lesak 
Suzanne  Matuska 
Paul  Miller 
Becky  Moore 
Patricia  Rahe 
Steven  Ray 
Shirley  Siuciak 
Nancy  Soldau 
Valerie  Vodacek 
Barbara  Wawro 
Patricia  Williamson 

Graduate  Nursing 
Patricia  Andrews 
Andrea  Barsevick 
Pamela  Carlsen 
Virginia  Carr 
Finda  Clemmings 
Sandra  Graves 
Susan  Groenwald 
Margaret  Hansen 
Lois  Hatstat 
Ann  Henrick 
Magdalene  Iglar 
Gloria  Jacobson 
Patricia  Keith 
Maralyn  Keyes 
Nancy  Laatsch 
Deborah  Levi 
Pamela  McCullough 
Rosalie  Placet 
Karla  Stone 
Michelle  Stonecipher 
Carol  Taylor 
Nancie  Thole 


Virginia  Beebe,  B.S.,  major  in  nursing. 
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Rush.-Presbyterian- 
St.  Luke’s  and  Schwab 
Rehabilitation  Hospital 
Sign  Agreement 

An  agreement  of  association, 
aimed  at  improving  and  expanding 
medical  rehabilitation  services  for 
the  physically  handicapped  and  at 
training  increased  numbers  of  re¬ 
habilitation  specialists,  was  signed 
August  5  by  officials  of  Schwab  Re¬ 
habilitation  Hospital  and  Rush- 
Presbyterian-St.  Luke’s  Medical 
Center. 

Spokesmen  for  Rush-Presbyteri- 
an-St.  Luke’s  and  Schwab  said  the 
agreement  provides  for  integration 
of  programs  in  rehabilitation  med¬ 
icine,  education,  and  research  at 
the  two  institutions. 

Schwab’s  residency  program,  a 
three-year  graduate  program  that 
prepares  physicians  to  specialize  in 
physical  medicine  and  rehabilita¬ 
tion  and  which  the  rehabilitation 
facility  sponsors  in  cooperation  I 
with  Mount  Sinai  Hospital  Medical  | 
Center,  will  come  under  the  direc-  I 
tion  of  a  new  department  of  physi-  | 
cal  medicine  and  rehabilitation  at  1 
Rush  Medical  College,  established  I 
in  December,  1975.  A  committee  I 
is  conducting  a  search  for  a  perma-  I 
nent  chairman  who  will  serve,  con-  | 
currently,  as  director  of  profes¬ 
sional  services  at  Schwab  Rehabili¬ 
tation  Hospital. 

The  Rush-Schwab  agreement 
calls  for  participation  of  undergrad¬ 
uate  students  of  Rush  Medical  Col¬ 
lege  in  patient  care  programs  at 
Schwab;  introduction  of  medical  re¬ 
habilitation  courses  for  students  of 
Rush  University’s  colleges  of  Nurs¬ 
ing  and  Health  Sciences;  and  devel¬ 
opment  of  research  and  continuing 
education  programs.  Qualified  spe¬ 
cialists  at  Schwab  Rehabilitation 
Hospital  will  be  appointed  to  the 
faculties  of  Rush  University’s  col¬ 
leges. 

Both  institutions  retain  their  au¬ 
tonomy  under  the  agreement  of  as¬ 
sociation.  A  joint  policy  committee, 
with  Schwab  and  Rush  equally  rep¬ 
resented,  will  explore  the  interrela¬ 
tionship  of  program  goals  in  patient 


care,  education,  and  research  a- 
mong  Schwab,  Rush-Presbyterian- 
St.  Luke’s,  the  Johnston  R.  Bow¬ 
man  Health  Center  for  the  Elderly, 
Mount  Sinai  Hospital  Medical  Cen¬ 
ter,  and  members  of  the  Rush  net¬ 
work  of  affiliated  institutions. 

Schwab  Rehabilitation  Hospital, 
1401  S.  California  Boulevard,  is  the 
Midwest’s  oldest  accredited  medi¬ 
cal  rehabilitation  facility.  The  67- 
bed  hospital  provides  rehabilitation 
programs  for  persons  handicapped 
by  strokes,  spinal  cord  injuries, 
birth  defects  and  developmental 
disabilities,  arthritides,  cardiopul¬ 
monary  disorders,  cancer  surgery, 
amputations,  multiple  sclerosis, 
cerebral  palsy,  Parkinson’s  disease, 
and  other  disabling  injuries  and  di¬ 
seases. 


Scientist  Receives 
Research  Career 
Development 
Award 


Electrodes  are  attached  to  feed  infor¬ 
mation  into  the  computer. 

Gerald  L.  Gottlieb,  Ph.D.,  physiolo¬ 
gist  and  biomedical  engineer  at  the 
Medical  Center,  has  received  a 
$125,000  Research  Career  Develop¬ 
ment  Award  from  the  National  Insti¬ 
tutes  of  Health.  Dr.  Gottlieb  is 
studying  neurophysiological  as¬ 
pects  of  human  voluntary  and  reflex 
motor  actions. 

“This  award,  determined  on  a  na¬ 


tional  competitive  basis  and  made 
to  a  limited  number  of  scientists,  is' 
reason  for  special  commendation  ofi 
Dr.  Gottlieb’s  scholarship,”  saidj 
David  I.  Cheifetz,  Vice  President  for! 
Scientific  Affairs,  and  Director,  Col-i 
lege  of  Health  Sciences.  1 

Dr.  Gottlieb’s  aim  is  to  developi 
methods  of  measuring  normal  mo-j 
tor  functions  and  to  apply  these 
methods  to  gain  more  insight  into! 
abnormal  muscle  control  found  ini 
such  disorders  as  Parkinson’s  di-i 
sease  and  cerebral  palsy. 

“Little  is  known  about  the  role  ofi 
reflex  mechanism  in  our  normal 
movement,  or  how  voluntary  (con¬ 
scious)  actions  affect  reflex  ac¬ 
tions.  Current  theories  are  incon-: 
sistent,  at  best,”  Dr.  Gottlieb  said. 
“The  muscles  that  move  the  ankle, 
for  example,  are  monitored  by  the 
central  nervous  system  (CNS)  by  i 
muscles,  tendons,  and  joints.  Ouri 
aim  in  studying  ankle  movements  is  : 
to  determine  which  part  of  the  CNS  ; 
generates  the  reflex  action  and  how  i 
the  nervous  system  transfers  infor- 1 
mation  from  nerve  to  muscle,”  he 
said. 

“The  ankle  joint,  although  it  is  I 
only  a  small  portion  of  the  body,  is  i 
the  ideal  model  for  studying  the  i 
body’s  many  physiological  ways  of  i 
modifying  and  controlling  the  reflex  i 
action.  Because  of  the  design  of  ; 
our  anatomy,  there  are  several  clas-  i 
ses  of  reflex  stimuli  that  can  be  ij 
applied  selectively  to  the  muscles  jj 
acting  on  the  ankle  joint,”  Dr.  Got-  ij 
tlieb  explained.  He  has  built  a  mo-  i 
tor-driven  “foot  plate,”  which  is  | 
wired  to  a  computer,  to  help  study  ! 
what  electrical  signals  are  created  ji 
in  the  human  central  nervous  sys-  ji 
tern  in  response  to  certain  stimuli  i 
to  produce  reflex  motions  in  the  leg  i 
muscles. 

The  individual  under  observation  I; 
sits  in  a  chair  and  places  one. foot  jl 
on  the  foot  plate.  When  the  device  | 
is  turned  on,  the  plate  is  moved  up  ii 
and  down  by  the  computer.  Electro-  j; 
des  are  taped  to  the  ankle  to  feed 
information  into  the  computer. 

The  apparatus  is  programmed  to 
interrupt  simple  voluntary  move¬ 
ments  suddenly,  providing  a  stimu- 
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Technician  Amy  Esposito  makes  adjustments  on  nuclear  body  scanner  computer 
(above)  as  patient  undergoes  tests  (below). 


IS  that  induces  a  reflex  response 
I  the  subject.  Both  voluntary  and 
jflex  actions  are  observed,  record- 
d,  and  compared. 

Dr.  Gottlieb  said  this  research 
lay  pinpoint  effects  of  oscillation 
nd  vibration  on  limbs  of  industrial 
orkers  who  operate  vibrating  ma- 
hinery  as  part  of  their  job,  and  lead 
[)  setting  better  safety  standards 
)r  occupationally  hazardous  job 
lassifications.  The  research  find- 
iigs  may  also  enable  scientists  to 
nprove  the  design  of  battery- 
owered  artificial  limbs. 


Medical  Center 
Acquires  Body  and  Brain 
Scanners 


The  Medical  Center  continues  to 
Smain  in  the  forefront  in  body  and 
rain  scanning.  During  the  past 
liear  the  Center  has  obtained  a  nu- 
lear  body  scanner  and  a  computed 
omography  body  scanning  mach- 
ie. 

A  prototype  of  an  advanced  nu- 
lear  body  scanner  that  aids  in  early 
iagnosis  of  tumors  has  been  test- 
d  and  improved  in  the  Department 
if  Nuclear  Medicine,  under  the  dir- 
ction  of  Ernest  W.  Fordham,  M.D., 
ihairman. 

I  The  prototype  instrument,  called 
he  Anger  multiplane  tomographic 
iectilinear  scanner,  has  been  tested 
p  Nuclear  Medicine  over  the  past 
rwo  years.  The  Medical  Center  and 
|he  University  of  California,  Los 
|mgeles,  were  the  only  two  institu¬ 
tions  in  the  U.S.  to  test  prototypes, 
’he  improved  instrument,  called 
|he  Pho-Con  Multiplane  Imager, 
vas  installed  in  Nuclear  Medicine 
n  March. 

“Nuclear  imaging  uses  the  nor- 
nal  functions  of  various  organs, 
/laterial  known  to  be  absorbed  by  a 
ipecific  organ  is  tagged  with  radio- 
ictive  atoms  and  injected  into  the 
)atient,”  explained  Dr.  Fordham. 
The  organ  can  be  visualized  either 
vhile  picking  up  the  radioactive 
naterial  or  after  the  pick-up  is  com- 
)lete.  Pictures  of  the  organ  obtain- 
!d  by  the  radionuclide  method  illus¬ 


trate  functional  anatomy.” 

During  a  single  scan,  the 
Pho-Con  instrument  generates  12 
simultaneous  internal  pictures  of 
the  body.  Each  image  focuses  on  a 
different  plane  of  the  patient,  detec¬ 
ting  tumors  and  lesions  often  not 
detected  by  other  conventional  nu¬ 
clear  instruments  or  conventional 
x-ray  devices. 

The  Pho-Con  Multiplane  Imager, 
costing  $145,000,  was  developed  by 
G.D.  Searleand  Co.,  Skokie,  III. 

During  the  two-year  testing  of  the 
;  prototype,  the  instrument  brought  a 
j  greater  degree  of  accuracy  to  the 
s;  detection  of  tumors.  Disease  is 
i  picked  up  in  overlying  or  associated 
I  normal  tissues  by  use  of  radionu- 
I  elides  and  exposed  by  the  tomo- 
^  graphic  effect,  which  permits  the 

(physician  to  view  his  patient  as  if 
separated  into  a  series  of  longitu¬ 
dinal  slices. 
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Some  tumors  pick  up  certain 
radiopharmaceuticals  directly;  it  is 
in  defining  the  presence  and  exact 
location  of  these  tumors  that  the 
Pho-Con  is  most  useful. 

The  Medical  Center  has  also  re¬ 
ceived  a  computed  tomography 
body  scanning  machine— the  first 
in  Illinois  and  the  third  in  the  U.S. 
This  purchase,  in  addition  to  the 
two  EMI  brain  scanners  already  in 
use,  brings  the  Medical  Center’s  in¬ 
vestment  in  scanning  equipment  to 
morethan  $1 .5  million. 

Efficiencies  in  staffing  and  com¬ 
puter  time  sharing,  plus  an  increase 
in  the  volume  of  patients  utilizing 
the  three  computed  tomography 
units,  have  resulted  in  a  reduction 
in  expenses  incurred  per  patient 
examination.  Charges  to  patients 
for  brain  scan  exams  have  been  cut 
roughly  40  percent. 

The  Medical  Center  is  committed 
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to  the  use  of  this  technology,  and 
plans  to  establish  the  Rush  Com¬ 
puted  Tomography  Center  are  well 
underway.  This  may  result  in  addi¬ 
tional  cost  savings,  which  also 
would  be  passed  on  to  patients. 


Symposium 
Honors  Dr.  Capps 


Richard  B.  Capps,  M.D. 


Basic  science,  clinical  medicine, 
and  Rush  history  blended  March  16 
in  a  unique  tribute  to  mark  the  70th 
birthday  of  an  outstanding  physi¬ 
cian  and  scholar. 

The  day-long  Richard  B.  Capps 
Symposium  on  Perspectives  in  Viral 
Hepatitis  brought  together  some  of 
the  world’s  foremost  authorities  in 
that  field.  Physicians  and  scientists 
from  England,  New  York,  New  Jer¬ 
sey,  Washington,  Texas,  and  Min¬ 
nesota  delivered  original  papers  in  a 
unique  tribute  to  Dr.  Capps,  attend¬ 
ed  by  more  than  200  physicians  in 
the  A.  B.  Dick  Auditorium. 

The  tribute  was  sponsored  by  a 
group  of  friends  of  Dr.  Capps  and 
by  Abbott  Laboratories.  The  entire 
proceedings  were  published  in  a 
30,000  copy  special  issue  of  the 
Rush  Medical  Bulletin. 

Dr.  Capps,  author  of  more  than 
100  scientific  articles,  is  perhaps 
best  known  for  his  studies  of  acute 
infectious  hepatitis  among  soldiers 
in  the  Mediterranean  Theater  during 
World  War  II  and  for  his  discovery 
that  babies  can  be  carriers  of  hepa¬ 
titis  and  can  transmit  it  without  be¬ 
coming  ill  themselves. 

Besides  his  scientific  accom¬ 


plishments,  Dr.  Capps  is  noted  as 
an  exceptional  clinician.  His  friend 
and  colleague.  Dr.  Philip  Jones, 
former  president  of  the  medical 
staff,  has  described  him  as  “a  su¬ 
perb  clinician  and  teacher  who  is 
extraordinarily  loyal  and  devoted  to 
his  patients.  He  is  an  unusually 
compassionate  person.” 

Researchers  Find 
Brain  Atrophy  in 
Alcoholics 


Brain  atrophy,  a  possibly  irrever¬ 
sible  loss  of  brain  tissue  often  as¬ 
sociated  with  old  age,  has  been 
found  to  be  prevalent  among  chro¬ 
nic  alcoholics,  including  those  in 
middle  age  or  younger,  according 
to  two  separate  but  cooperative 
studies  recently  completed  at  the 
Medical  Center. 

Both  studies  used  computed  axi¬ 
al  tomography,  a  new  type  of  imag¬ 
ing  system  that  gives  three-dim¬ 
ensional  pictures  of  the  brain. 

Principal  investigator  for  the  first 
study,  published  in  the  July  26  is¬ 
sue  of  the  Journal  of  the  American 
Medical  Association,  is  Jacob  H. 
Fox,  M.D.,  Associate  Professor  of 
Neurology.  Co-investigators  are 
Ruth  G.  Ramsey,  M.D.,  Assistant 
Professor  of  Diagnostic  Radiology; 
Michael  Huckman,  M.D.,  Associate 
Professor  of  Diagnostic  Radiology; 
and  Anthony  E.  Proske,  M.D. 

Principal  investigator  for  the  sec¬ 
ond  study,  which  was  reported  at  a 
recent  meeting  of  the  National 
Council  on  Alcoholism,  was  Phillip 
S.  Epstein,  M.D.,  Assistant  Profes¬ 
sor  of  Psychiatry  and  Chief  Psychi¬ 
atrist  of  Rush’s  Alcoholism  and 
Substance  Abuse  Program.  Co¬ 
investigators  were  Vincent  D.  Pi- 
sani,  Ph.D.,  Assistant  Professor  of 
Psychiatry  and  director  of  the  pro¬ 
gram,  and  Jan  A.  Fawcett,  M.D., 
Stanley  G.  Harris,  Sr.  Professor  and 
Chairman  of  the  Department  of  Psy¬ 
chiatry. 

Dr.  Fox’s  group  found  that  the 
size  of  brain  ventricles  in  chronic 
alcoholics  is  “much  larger”  than  in 
nonalcoholic  patients,  implying  ir¬ 


reversible  loss  of  brain  tissue.  Ven^ 
tricles  are  small  cavities  in  th€ 
brain.  As  brain  cells  are  lost,  brair 
tissue  shrinks  and  the  ventricles  be¬ 
come  larger.  This  is  correlated  with 
a  loss  of  brain  function.  Dr.  Fox’s 
group  now  plans  to  investigate 
whether  these  patients  have  a  cor¬ 
responding  loss  of  intellectuat 
function,  and  whether  it  is  perma¬ 
nent.  I 

The  investigators  studied  tomo¬ 
graphs  of  12  alcoholic  patients  hos¬ 
pitalized  for  neurologic  symptoms 
such  as  confusion,  memory  loss, 
and  seizures.  The  patients  ranged- 
in  age  from  34  to  74  years.  All  had 
been  alcoholics  at  least  five  years, 
and  all  had  evidence  of  liver  di¬ 
sease.  They  were  compared  with  a- 
group  of  60  nonalcoholic  patientsi 
who  also  had  been  hospitalized  forj 
neurologic  disorders  and  who  had; 
brain  scans  taken.  | 

Despite  the  fact  that  the  control] 
group  was  slightly  older  than  the 
alcoholic  group,  and  that  the  inci¬ 
dence  of  enlarged  ventricles  is  re¬ 
portedly  higher  in  older  people, 
“the  alcoholic  patients  had  signifi¬ 
cantly  higher  mean  ventricle  size 
than  the  controls,”  the  study  found. 
One  third  of  the  alcoholic  patients 
had  “markedly  enlarged”  (more 
than  20  mm)  ventricles,  compared 
to  less  than  two  percent  of  the  con¬ 
trols. 

Dr.  Epstein’s  group  conducted  a 
retrospective  study  of  46  alcoholic 
patients  whose  brains  had  been 
scanned  by  tomography.  Ages  of 
the  patients  ranged  from  31  to  69 
years,  with  a  mean  age  of  47.8.  Of 
these  patients,  61 .4  percent 
showed  signs  of  cerebral  atrophy. 
While  atrophy  was  most  prevalent 
in  those  patients  between  50  and  59 
years  of  age,  “48  percent  of  the  pa¬ 
tients  evidencing  atrophy  were  un¬ 
der  age  50,  and  25.8  percent  were 
youngerthan  40.” 

Alcoholic  patients  reporting  daily 
alcohol  consumption  regardless  of 
amount  were  considered  steady 
drinkers.  Alcoholic  patients  report¬ 
ing  abstinent  periods  ranging  from 
weeks  to  months  were  considered 
periodic  drinkers.  Some  76.8  per- 
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Dent  of  the  patients  with  atrophy 
iwere  steady  drinkers,  and  23.1  per¬ 
cent  were  periodic  drinkers.  How¬ 
ever,  most  of  the  periodic  drinkers 
in  the  group,  85.7  percent,  showed 
atrophy,  compared  to  55.6  percent 
for  steady  drinkers.  “Every  periodic 
drinker  among  the  male  population 
evidenced  cerebral  atrophy,”  Dr. 
Epstein  and  his  co-investigators 
found.  The  highest  prevalence  of 
atrophy  was  found  among  nonwhite 
female  alcoholics. 

Department  of 
Religion  and  Health 
Established 


*The  Trustees  of  the  Medical  Center 
this  summer  approved  establish- 
Sment  of  an  academic  department  of 
■Religion  and  Health  in  the  College 
iOf  Health  Sciences  of  Rush  Univer¬ 
sity  and  the  appointment  of  the 
Rev.  Christian  A.  Hovde,  Ph.D.,  as 
|its  chairman.  The  Rev.  Dr.  Hovde 
jalso  was  named  to  the  Bishop 
‘Charles  P.  Anderson  chair  of  reli- 
Igion  and  health. 

I  James  A.  Campbell,  M.D.,  presi¬ 
dent  of  the  Medical  Center,  recom- 
!  mended  that  the  new  department  be 
created  to  incorporate  the  tradition¬ 
al  pastoral  training  program  and  its 
I  expanding  training  interests  into 
I  Rush  University.  He  proposed  the 
r^Rev.  Dr.  Hovde  for  the  chairman- 
! 


Rev.  Christian  A.  Hovde,  Ph.D. 


ship  upon  the  recommendation  of  a 
faculty  search  committee. 

The  department,  organized  within 
the  College  of  Health  Sciences,  will 
provide  pastoral  care  services  at  the 
request  of  patients  and  families  at 
the  Medical  Center,  and  will  en¬ 
courage  additional  consultation 
among  clergymen  and  physicians. 
It  will  coordinate  clinical  and  theo¬ 
retical  educational  and  research 
programs,  augmenting  the  graduate 
educational  programs  at  Rush  Uni¬ 
versity.  A  nationally  recognized  cli¬ 
nical  pastoral  education  program, 
begun  in  1968,  prepares  students  to 
assume  pastoral  care  and  counsel¬ 
ing  responsibilities  on  specialty 
units  in  the  Medical  Center  or  in 
other  specialized  ministries. 

As  chairman  of  the  department, 
the  Rev.  Dr.  Hovde  will  help  to  plan 
interdisciplinary  courses  and  re¬ 
search  programs,  on  graduate  and 
undergraduate  levels,  dealing  with 
development  of  ethical  and  medical 
concerns  associated  with  advances 
in  life  sciences. 

The  chair  of  religion  and  heaith 
was  established  with  support  of  the 
Bishop  Anderson  Foundation.  An 
Episcopai  church  organization,  it 
was  formed  in  1950  to  conduct— 
across  denominational  lines— 
charitable  programs  of  religious, 
educational,  and  cultural  activities 
to  benefit  medical  and  allied  health 
professions.  Since  1963,  the  Rev. 
Dr.  Hovde  has  been  the  director  of 
the  Foundation,  which  was  named 
for  Charles  P.  Anderson,  a  former 
Bishop  of  Chicago  and  a  presiding 
Bishop  of  the  Episcopal  Church  in 
the  U.S. 


Home 

Health  Service 
Cares  For 

Homebound  Patients 


Always  a  strong  and  healthy  man, 
John  was  just  settling  into  retire¬ 
ment  when  he  began  having  trouble 
walking.  His  legs  felt  weak.  Period¬ 
ically,  his  iegs  would  tremble,  and 
it  was  all  he  could  do  to  shuffle  to  a 
chair.  To  make  matters  worse,  his 


speech  would  sometimes  become 
slurred. 

A  series  of  tests  at  the  Medical 
Center  confirmed  that  John  had 
Parkinson’s  disease,  a  disease  of 
the  nervous  system  characterized 
by  muscle  weakness  and  tremors. 
There  is  no  cure,  but  drug  treatment 
could  limit  the  problems  associated 
with  the  disease. 

John  was  released  from  the  hos¬ 
pital  after  two  weeks  to  continue 
his  recuperation  and  treatment  at 
home.  Prior  to  discharge,  a  nurse 
from  Extended  Care  (discharge 
planning)  implemented  a  referral  to 
Rush  Home  Health  Service,  begun 
in  December,  1975,  by  the  College 
of  Nursing’s  Community  Health 
Nursing  Department.  A  Community 
Health  staff  nurse  visited  John  at 
home  within  two  days  after  dis¬ 
charge.  The  staff  nurse  is  respon¬ 
sible  for  checking  his  condition,  his 
blood  pressure,  teaching  him  about 
the  disease  and  how  to  cope  with  it, 
and  making  sure  he  can  manage 
his  needs.  Now  he’s  able  to  care 
for  himself  in  his  home  environ¬ 
ment,  with  occasional  visits  to  his 
doctorto  supervise  his  treatment. 

The  purpose  of  the  Rush  Home 
Health  Service  is  to  provide  skilled 
nursing  care  and  other  therapeutic 
and  rehabilitation  services  to  pa¬ 
tients  who  are  homebound.  The  ad¬ 
vantages  of  the  program  are  numer¬ 
ous.  It  gives  Medical  Center  physi¬ 
cians  an  option  for  earlier  discharge 
of  patients;  reduces  the  risk  to  pa¬ 
tients  of  being  rehospitalized;  in¬ 
creases  continuity  of  care  from 
hospital  to  home;  and  optimizes 
placement  of  patients  in  the  most 
therapeutic  setting  at  the  most  ap¬ 
propriate  time. 

Three  full-time  staff  nurses  and 
four  teacher/ practitioners,  assisted 
by  students  in  the  College  of  Nurs¬ 
ing,  administer  the  caseload  of  pa¬ 
tients.  Prudence  Gaines,  R.N.,  field 
unit  leader,  makes  patient  assign¬ 
ments  to  community  health  nurses 
and  students. 

Referrals  to  the  Rush  Home 
Health  Care  Service  are  facilitated 
through  Extended  Care  Nursing 
(ECN),  as  are  all  referrals  for  com- 
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munity  nursing  services.  “As  ex¬ 
perts  in  the  use  of  past  hospital 
resources,  extended  care  nurses  are 
the  key  link  in  referring  patients  to 
the  Rush  Home  Health  program,” 
Ms.  Gaines  said. 

What  are  the  services  offered  by 
the  Home  Health  program?  Current¬ 
ly,  Community  Health  nurses  help 
patients  and  families  to  manage 
health  problems  at  home.  This  in¬ 
cludes  nursing  techniques,  health 
maintenance,  and  the  medical  man¬ 
agement  of  illness  of  selected 
homebound  patients. 

“Home  care  services  will  bring 
I  about  significant  advantages  for  the 
client,  including  enhancing  re¬ 
covery  and  rehabilitation,  improv¬ 
ing  the  accuracy  of  history  taking, 
and  saving  the  costs  of  ambulance 
fees  for  trips  to  the  hospital,”  said 
Iris  Shannon,  B.S.N.,  M.A., 

Chairperson,  Community  Health 
Nursing. 

Medical  Center 
Establishes  Three 
New  Chairs 


Three  new  chairs  have  been  estab¬ 
lished  this  year  at  the  Medical  Cen¬ 
ter.  Robert  S.  Eisenberg,  Ph.D.,  has 
been  named  first  occupant  of  the 
Francis  N.  and  Catherine  O.  Bard 
Chair  of  Physiology,  and  Charles  P. 
Perlia,  M.D.,  Director,  Oncology 
Section,  Department  of  Internal 
Medicine,  has  been  named  first 
holder  of  the  Samuel  G.  Taylor  III, 
M.D.,  Chairof  Oncology. 

Dr.  Eisenberg  was  appointed  Pro¬ 
fessor  and  Chairman  of  the  Depart¬ 
ment  of  Physiology  in  the  College 
of  Health  Sciences  of  Rush  Univer¬ 
sity  this  summer.  He  came  to  the 
Medical  Center  from  the  University 
of  California  in  Los  Angeles,  where 
he  was  Professor  of  Physiology. 

A  native  of  Brooklyn,  N.Y.,  Dr. 
Eisenberg  earned  a  B.S.  from  Har¬ 
vard  College  in  1962  and  received  a 
Ph.D.  in  1965  from  University  Col¬ 
lege,  London,  England. 

The  author  of  more  than  50  publi¬ 
cations,  Dr.  Eisenberg  is  a  member 
of  numerous  societies,  including 


Robert  S.  Eisenberg,  Ph.D. 


Joseph  R.  Christian,  M.D. 


the  Institute  of  Electrical  and  Elec¬ 
tronic  Engineering;  American  As¬ 
sociation  for  Advancement  of  Sci¬ 
ence;  American  Physiological  Soci¬ 
ety;  and  the  Society  for  Industrial 
and  Applied  Mathematics. 

The  Francis  N.  and  Catherine  O. 
Bard  Chair  was  made  possible  by 


the  provisions  of  the  will  of  Francis 
Norwood  Bard  of  Barrington,  III 
Chicago  area  civic  and  business 
leader  who  maintained  a  continuing 
personal  interest  in  biology,  geria 
tries,  and  biological  research  at 
Rush-Presbyterian-St.  Luke’s  unti 
his  death  on  Jan.  23, 1970. 

The  Taylor  Oncology  Chair  was 
endowed  for  more  than  $1  million 
by  926  individual  donors  in  honor  of 
Dr.  Samuel  G.  Taylor  III,  a  1931 
Rush  Medical  College  graduate  who 
has  been  a  member  of  the  Rush  fa 
culty  since  1 933.  Director  of  the  On-I 
cology  Section  from  1956  to  1971, 
he  is  now  consultant  to  the  section. 
He  is  also  Associate  Director  of  the 
Rush  Cancer  Center.  Dr.  Taylor  was 
instrumental  in  forming  the  Illinois 
Cancer  Council  and  served  as  its 
first  president  from  1972  to  1974. 
Currently,  he  is  Director  of  the 
Council.  He  has  served  in  advisory 
posts  with  the  National  Institutes  of 
Health  and  the  American  Cancer 
Society. 

Dr.  Perlia  is  Professor  of  Med¬ 
icine  at  Rush  University  and  attend¬ 
ing  physician  at  Presbyterian-St. 
Luke’s  Hospital.  He  was  appointed 
Director  of  the  Oncology  Section  in 
1971.  Dr.  Perlia  is  also  Co-Director 
of  the  Tumor  Clinic  and  Co- 
Chairman  of  the  Tumor  Committee 
at  the  hospital. 

“The  Samuel  G.  Taylor  III  Chairof 
Oncology,  together  with  Dr.  Perlia’s 
appointment,  is  a  fitting  tribute  to 
Dr.  Taylor,  a  distinguished  medical 
educator,  research  scientist,  and 
practicing  physician  who  pioneered 
in  the  cancer  field  for  more  than  30 
years  and  who  has  influenced  the 
lives  of  hundreds  of  young  physi¬ 
cians,”  noted  Dr.  Campbell. 

The  Woman’s  Board  Chair  of 
Pediatrics,  funded  by  the  Woman’s 
Board  of  Rush-Presbyterian-St. 
Luke’s,  was  also  fully  endowed  dur¬ 
ing  the  past  year.  Joseph  R.  Chris¬ 
tian,  M.D.,  Professor  of  Pediatrics 
at  Rush  Medical  College  and  Senior 
Attending  Physician  at  Presbyter¬ 
ian-St.  Luke’s  Hospital,  was  named 
Woman’s  Board  Chairman  of  Pedia¬ 
trics.® 
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Alumni  Association  of  Rush 
Medical  College 

President 

R.  Gordon  Brown  ’39 

Board  of  Directors 

C.  Arnold  Curry  ’73 
Frederic  A.  dePeyster  ’40 
John  M.  Dorsey  ’31 
Stanton  A.  Friedberg  ’34 
So!  A.  Goldman  ’37 
Gregory  Graves  ’74 
R.  Lincoln  Kesler  ’35 
Ronald  Neslon  ’74 
George  A.  Nicola  ’37 
R.  Joseph  Oik  ’75 
Floyd  F.  Shewmake  ’73 
Simon  M.  Shubitz  ’36 
William  D.  Sicher’40 
Wayne  W.  Wong  ’40 
Willard  Wood  ’30 

Alumni  Trustees  of  Rush- 
Presbyterian-St.  Luke’s  Medical 
Center 

R.  Gordon  Brown  ’39 
R.  Joseph  Oik  ’75 
Wayne  W.  Wong  ’40 

Life  Trustees 

William  J.  Hagenah  ’68 
Frank  B.  Kelly,  St.  ’21 


RMC  Alumni  Sponsor 
Dedication  Symposia 


More  than  130  Rush  Medical  Col¬ 
lege  alumni  helped  dedicate  the 
new  Academic  Facility  of  Rush  Uni¬ 
versity  by  taking  part  in  a  series  of 
symposia  in  connection  with  the 
Alumni  Association’s  annual  meet¬ 
ing  on  the  day  preceding  the  ded¬ 
ication. 

The  symposia,  held  in  the  new 
Lecture  Center  of  the  Academic  Fa¬ 
cility,  were  preceded  by  tours  of  the 
Academic  Facility,  visits  with  the 


I 


Alumni  joined  200  other  luncheon  guests  just  before  the  dedication  ceremonies  for 
the  new  Academic  Facility.  From  left  to  right  are:  George  Shaw,  M.D.,  ’29;  JayJ. 
Crane,  M.D.,  ’20;  Simon  Shubitz,  ’36;  Mrs.  William  F.  Hejna;  George  Nicola,  M.D., 
’37;  William  F.  Hejna,  M.D.,  Dean,  Rush  Medical  College,  and  SeniorVice  President 
of  the  Medical  Center. 


President  and  Deans,  and  the  an¬ 
nual  luncheon  meeting.  (See  page 
62  for  program  details  of  the  dedi¬ 
cation  symposia.) 

James  A.  Campbell,  M.D.,  Med¬ 
ical  Center  President,  welcomed 
alumni  to  the  Annual  Meeting,  ex¬ 
pressing  his  hope  that  “this  be  a 
time  of  renewal  of  all  of  us,”  and 
that  the  dedication  of  the  Academic 
Facility  be  used  as  “an  episode  in 
our  continuum  from  one  generation 
to  the  next  to  give  us  a  chance  to 
recreate  our  relationships  with  one 
another  and  with  Rush  University.” 

In  noting  that  approximately  one 
of  every  20  Rush  Alumni  of  the 
Medical  College  were  present.  Dr. 
Campbell  praised  the  alumni  for 
their  vitality,  durability,  and  vision 
in  helping  to  bring  the  Medical  Cen¬ 
ter  to  its  present  status. 

William  F.  Hejna,  M.D.,  Senior 
Vice  President  and  Dean,  Rush 
Medical  College,  brought  the  alum¬ 
ni  up  to  date  on  student  enrollment, 
faculty  size.  National  Intern  and 
Resident  Matching  Program  re¬ 
sults,  and  curriculum  development. 
He  said,  “We  are  stabilized  in  terms 
of  class  size  and  in  terms  of  faculty. 
The  three  colleges  of  Rush  Univer¬ 
sity  are  established  and  functioning 
well,  and  our  basic  science  depart¬ 


ments  are  all  in  place.” 

Dr.  Hejna  referred  to  the  new 
Academic  Facility  as  the  “Rolls 
Royce  of  architecture  for  medical 
schools,”  but  emphasized  that  the 
“real  vitality  of  the  building  is  in  the 
academic  program  and  in  the 
people  who  will  make  the  programs 
work.” 

In  reviewing  progress  of  the  Rush 
Medical  College  Alumni  Associa¬ 
tion,  trustee  Wayne  Won  Wong, 
M.D.,  of  Honolulu,  said  that  gifts 
from  the  alumni  have  increased  130 
percent  during  the  past  12  months 
and  that  efforts  are  underway 
through  the  new  executive  council 
to  organize  the  membership  to 
bridge  the  gap  geographically  and 
expand  membership  outside  the  lo¬ 
cal  Chicago  area. 

B.  A.  Bridgewater,  Trustee  and 
Chairman  of  the  Trustees  Commit¬ 
tee  on  Alumni  Leadership  and  Ex¬ 
ecutive  Vice-President  of  Baxter 
Laboratories,  discussed  alumni  re¬ 
sponsibilities  from  the  trustee  view¬ 
point. 

“What  becomes  strikingly  clear, 
regarding  Rush  Alumni  financial 
support,  is  that  there  is  a  giving  gap 
which  normally  would  have  been 
filled  by  the  increasing  alumni  sup¬ 
port  from  those  who  would  have 
Continued  on  page  63 
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Dedication  Symposia 
September  13, 1976 


Schedule  of  Events 

“Benjamin  Rush  —  Heritage  and 
Hope” 

byC.  Frederick  Kittle,  M.D. 
Department  of  Cardiovascular-Tho¬ 
racic  Surgery,  Rush-Presbyterian- 
St.  Luke’s  Medical  Center 
(Dr.  Kittle’s  paper  appears  on  page 
46) 

“Computerized  Tomography  of  the 
Abdomen” 

by  Jerry  P.  Petasnick,  M.D. 
Department  of  Diagnostic  Radiol¬ 
ogy,  Rush-Presbyterian-St.  Luke’s 
Medical  Center 

“Bone  Marrow  Transplantation  in 
Leukemia  and  Aplastic  Anemia” 

by  William  H.  Knospe,  M.D. 
Department  of  Internal  Medicine, 
Rush-Presbyterian-St.  Luke’s  Med¬ 
ical  Center,  and 
Stephanie  A.  Gregory,  M.D. 
Department  of  Internal  Medicine, 
Rush-Presbyterian-St.  Luke’s  Med¬ 
ical  Center 


The  Class  of  1926 


ROW  1  (Left  to  Right);George  B.  Callahan,  Waukegan,  Illinois;  Lucia  E.  Tower, 
Chicago,  Illinois;  I.  Pat  Bronstein,  Chicago,  Illinois;  Esther  S.  Somerfield,  Los 
Angeles,  California;  Ellen  Fooklen  Leong,  New  York,  New  York;  Angus  C. 
McDonald,  Downey,  California.  ROW  2  (Left  to  Right):John  W.  McHaney,  Jefferson 
City,  Missouri;  Joseph  E.  Jensen,  Laguna  Hills,  California;  Chauncey  G.  Burke, 
Pontiac,  Michigan;  Gilbert  C.  Bishop,  Almont,  Michigan;  Libby  Pulsifier,  Rochester, 
New  York;  Walter  P.  Blount,  Milwaukee,  Wisconsin;  Stanley  E.  Lawton,  Glendora, 
California.  Present,  not  pictured:  Samuel  A.  Leader,  Chicago,  Illinois. 


“Neuroendocrine  Tumors:  Clinical- 
Pathological  Correlations” 

by  Victor  Gould,  M.D. 

Department  of  Pathology,  Rush- 
Presbyterian-St.  Luke’s  Medical 
Center 

“Advances  in  Urological  Oncology” 

by  James  E.  Gottesman,  M.D. 
Department  of  Urology,  Rush-Pres¬ 
byterian-St.  Lukes’s  Medical  Center 

“The  Role  of  Immunofluorescence 
and  Electron  Microscopy  in  the 
Evaluation  of  Renal  Biopsies” 

by  Melvin  M.  Schwartz,  M.D. 
Department  of  Pathology,  Rush- 
Presbyterian-St.  Luke’s  Medical 
Center 

“Newer  Therapies  for  Breast 
Tumors” 

by  Steven  G.  Economou,  M.D. 
Department  of  General  Surgery, 
Rush-Presbyterian-St.  Luke’s  Med¬ 
ical  Center 


50  Years  of  Service 


Physicians  honored  for  50  years  of  service  at  the  Medical  Staff  Dinner  included  (Left  I 
to  Right):  Alfred  P.  Solomon,  M.D.,  Harold  I.  Meyer,  M.D.,  and  Grant  H.  Laing,  M.D. 
Not  pictured  are  Arthur  J.  Coombs,  M.D.,  Clark  W.  Finnerud,  M.D.,  and  Heyworth  !■ 
N.  Sanford,  M.D. 
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ontinued  from  page  61 
"aduated  in  the  1942-1973  per- 
id  —  had  there  been  graduates.” 
e  stressed  that  this  giving  gap 
ias  to  be  met  if  alumni  support  is 
»  help  maintain  the  level  of  excel- 
nce  we  have  at  Rush  today. 

“In  order  to  fill  the  giving  gap,  we 
lUSt  turn  essentially  to  the  older 
ush  Alumni  for  contributions  to 
II  in  that  period,”  he  said. 

Mr.  Bridgewater  concluded  by 
aying,  “I  ask  you  not  only  to  con- 
der  participation  in  the  future  of 
le  Medical  Center,  but  to  become 
/angel ists  for  its  cause.  A  word 
om  you  to  a  fellow  alumnus  can 
2  far  more  valuable  than  volumes 
f  print  or  words  that  I  speak  here 
)day.  Your  presence  here  bears 
itness  to  your  concern  and  care 
oout  the  Rush  of  today  and  tomor- 

)W.” 


Mumni  gathered  in  one  of  the  twin  amphitheaters  of  the  new  Academic  Facility  of 
t  ^ush  University  for  the  Rush  Medical  College  Symposia  commemorating  the 
f  ledication.  The  Symposia  followed  the  annual  meeting  of  the  Alumni  Association 
I  )f  the  medical  college.  The  alumni  then  adjourned  for  a  reception  in  Room  600. 


Jay  J.  Crane,  M.D., 
Receives  1976 
Distinguished  Alumni 
Award 


Medical  Center  President,  James  A. 
Campbell,  M.D.,  congratulates  Jay  J. 
Crane,  ’37,  1976  Distinguished  Rush 
Alumnus. 

The  1976  Distinguished  Alumni 
Award  was  presented  to  Jay  J. 
Crane,  M.D.,  ’20,  in  recognition  of 
his  “eminent  55-year  career,  a  con¬ 
tribution  which  has  advanced  both 
the  science  and  the  practice  of 
urology.” 

George  Nicola,  M.D.,  ’37,  in  pre¬ 
senting  the  award,  said:  “As  clin¬ 
ical  professor  at  the  University  of 
Southern  California  School  of  Med¬ 
icine  and  as  Chairman  of  the  De¬ 
partment  of  Urology,  as  a  practi¬ 
tioner,  a  distinguished  gentleman, 
and  friend,  the  recipient  of  this 
award  today  exemplifies  the  out¬ 
standing  physician  to  our  present 
Rush  students— and  is  a  great 
source  of  pride  to  his  fellow  alum¬ 
ni.” 

A  graduate  of  the  University  of 
Nebraska,  Dr.  Crane  completed  his 
internship  at  Los  Angeles  County 
General  Hospital.  He  has  been  as¬ 
sociated  with  the  University  of 
Southern  California  School  of  Med¬ 
icine  for  55  years.  He  was  professor 
of  urology  and  chairman  of  the  ur¬ 
ology  section  at  the  school  of  med¬ 
icine  before  being  named  professor 
emeritus  in  1957.  He  is  still  active 
on  the  staff. 

A  member  of  numerous  profes¬ 
sional  organizations.  Dr.  Crane  is  a 
past-president  of  the  Los  Angeles 
County  Medical  Association  and  a 
Fellow  of  the  American  College  of 
Surgeons. (D 
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We  have  only  to  review  the  history 
of  Rush-Presbyterian-St.  Luke’s 
Medical  Center  and  its  predeces¬ 
sors  to  recognize  the  impact  of  phil¬ 
anthropy  in  our  growth  and  pro¬ 
gress.  The  tradition  of  generosity 
which  established  Rush  Medical 
College  in  1837,  St.  Luke’s  Hospital 
in  1864,  and  Presbyterian  Hospital 
in  1883,  continues  to  play  a  crucial 
role  in  the  advancement  of  the  Med¬ 
ical  Center  commitment. 

The  primary  impetus  for  donors 
who  give  to  the  Medical  Center  is 
the  knowledge  that  their  substance 
will  be  used  wisely  in  crucial  re¬ 
search,  education,  and  health  care 
programs.  Giving,  particularly 
through  significant  bequests,  pre¬ 
sents  an  opportunity  to  create  a 
meaningful  and  lasting  memorial.  A 
peripheral  issue  in  the  philan¬ 
thropic  decision-making  process  is 
the  effect  of  taxation. 

The  Congress  has  passed,  and 
the  President  has  signed,  the  Tax 
Reform  Act  of  1 976—1 ,500  pages  of 
new  regulations  ranging  from  the 
simplification  of  forms  to  the  de¬ 
signation  of  fishing  boat  crewmen 
as  self-employed  individuals. 

In  the  “lifetime”  taxation  area, 
the  extension  of  the  holding  period 
for  appreciated  property  is  most 
significant.  Prior  to  the  enactment 
of  the  new  tax  reform,  the  sale  of 
appreciated  property  could  be  treat¬ 
ed  as  long-term  capital  gain  if  the 
purchase  of  the  property  preceded 
the  sale  by  at  least  6  months.  Under 
the  new  law,  appreciated  property 
must  be  held  for  at  least  1 2  months 
to  qualify  for  capital  gains  tax  treat¬ 
ment.  For  those  whose  investment 
success  leaves  room  for  improve¬ 
ment,  it  should  be  noted  that  the 
new  12-month  holding  period  ap- 


Some  Practical 
and  Philanthropic 
Considerations  In 
Light  Of  the  Tax 
Reform  Act  of 
1976 


plies  to  declaration  of  capital  los¬ 
ses  as  well. 

What  does  the  extended  holding 
period  mean  to  donors  to 
Rush-Presbyterian-St.  Luke’s  Med¬ 
ical  Center? 

Now,  donors  must  select  securi¬ 
ties  which  have  a  12-month  holding 
period  to  deduct  the  full  fair  market 
value.  When  contemplating  a  gift  to 
the  Medical  Center,  it  would  be 
wise  to  select  those  holdings  which 
have  a  long-term  appreciation  of  12 
months  or  more  and,  if  possible,  to 
select  those  holdings  which  have 
the  lowest  cost  basis  in  relation  to 
the  present  fair  market  value. 

The  most  sweeping  reform  which 
impinges  upon  charitable  giving  is 
in  the  area  of  estate  taxes. 

Unified  Estate/Gift  Tax 
As  a  result  of  the  1976  Tax  Reform 
Act,  a  new  unified  rate  of  taxation 
applies  to  lifetime  and  estate  trans¬ 
fers.  In  essence,  the  preferential 
treatment  of  lifetime  gift  transfers 
is  eliminated,  and  all  transfers  are 
treated  as  if  made  at  death. 

Estate  taxes  will  be  determined 
by  applying  the  new  rates  (from 
30%  to  70%)  to  the  total  of  lifetime 
transfers  and  those  made  at  death, 
minus  any  gift  tax  paid  prior  to  the 
reform.* 


Whereas  the  prior  rule  alloweci 
one-half  of  the  adjusted  gross  es 
tate  to  pass  to  a  surviving  spouse 
free  of  estate  tax  liability,  the  nev 
regulations  allow  a  deduction  fo 
$250,000  or  one-half  the  estate 
whichever  is  greater.  This  change , 
benefits  persons  with  smalle  I 
estates,  but  does  not  affect  large 
estates  in  which  one-half  the  estate 
exceeds  $250,000. 

How  do  the  new  regulations  af 
feet  contemplated  bequests  t( 
Rush-Presbyterian-St.  Luke’s? 

The  estate  tax  benefit  of  a  be 
quest  to  the  Medical  Center  re 
mains  unchanged.  The  taxabk - 
estate  is  still  reduced  by  th( 
amount  of  the  charitable  beques 
and  the  estate  tax  rate  on  the  re 
mainder  passing  to  heirs  is  reducer 
accordingly.  It  is  safe  to  assumt 
that  bequests  will  continue  to  bt 
one  of  the  most  popular  method;: 
for  donors  who  wish  to  make  signif’ 
icant  gifts  to  Rush-Presbyterian-St, 
Luke’s. 

Conclusion 

The  primary  motivation  for  donors 
who  support  the  Medical  Centet 
through  outright  gifts,  bequests. 
and  deferred  giving  agreements  is 
the  desire  to  play  an  active  role  ir 
the  academic  and  patient  care  en¬ 
terprise  in  progress  at  Rush-Pres¬ 
byterian-St.  Luke’s.  The  tax  incen-i 
tives  which  are  built  into  the  Inter-j 
nal  Revenue  Code  underscore  the 
American  commitment  to  private^ 
voluntary  support  and  control.  A| 
complete  understanding  of  the  \a){ 
incentives  for  giving  calls  for  thej 
counsel  of  each  donor’s  legal  and 
financial  advisors.  Although  the 
Medical  Center  is  eager  to  assist 
each  donor  in  his  or  her  estate  plani 
ning,  we  strongly  encourage  con-| 
sultation  with  personal  counsel. 

Please  let  us  know  if  we  can  help. 

-  i 

'This  is  an  extremely  simplified  explanatiori, 
and  does  no  account  for  transitional  ru/esj 
which,  in  essence,  produce  the  same  result.  \ 


TO:  Office  of  Estate  Planning 

Rush-Presbyterian-St.  Luke’s  Medical  Center 
1725  W.  Harrison  St.,  Room  920 
Chicago,  Illinois  60612 

From: _ 

Street:  _ _ 

City: _ State: _ Zip: _ 

Telephone:  _ _ _ 

Please  contact  me  regarding  bequests  and  memorial  opportuni¬ 
ties  at  Rush-Presbyterian-St.  Luke’s  Medical  Center. 
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I  The  Magazine,  incorporating  the  Bulletin  of  the  Alumni  Association  of  Rush 
i/ledical  College,  is  a  publication  of  the  Office  of  Philanthropy  and  Com- 
i  nunication,  Rush-Presbyterian-St.  Luke’s  Medical  Center. 

Bruce  Rattenbury,  Director  of  Public  Relations 
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